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HRB drug and alcohol evidence 
reviews
The HRB Drug and Alcohol Review series supports 
drug and alcohol task forces, service providers and 
policy-makers in using research-based knowledge 
in their decision-making, particularly with regard to 
their assigned actions in the National Drugs Strategy.  
Topics for review are selected following consultation 
with stakeholders to identify particular information 
gaps and to establish how the review will contribute 
to the selection and implementation of effective 
responses. Each study examines a topic relevant to 
the work of responding to the situation in Ireland.
HRB National Drugs Library
The HRB National Drugs Library commissions the 
reviews in this series. The library’s website and 
online repository (www.drugsandalcohol.ie) and our 
library information services provide access to Irish 
and international research literature in the area of 
drug and alcohol use and misuse, policy, treatment, 
prevention, rehabilitation, crime and other drug and 
alcohol-related topics. It is a significant information 
resource for researchers, policy-makers and people 
working in the areas of drug or alcohol use and 
addiction. The National Drugs Strategy assigns the 
HRB the task of promoting and enabling research-
informed policy and practice for stakeholders 
through the dissemination of evidence. This review 
series is part of the library’s work in this area.
Health Research Board
The Health Research Board (HRB) is the lead agency 
in Ireland supporting and funding health research. We 
provide funding, maintain health information systems 
and conduct research linked to national health 
priorities. Our aim is to improve people's health, 
build health research capacity and make a significant 
contribution to Ireland's knowledge economy. The 
HRB is Ireland’s National Focal Point to the European 
Monitoring Centre on Drugs and Drug Addiction 
(EMCDDA). The focal point monitors, reports on 
and disseminates information on the drugs situation 
in Ireland and responses to it and promotes best 
practice and an evidence-based approach to work in 
this area.
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Format of this report
The organisation of this report follows the outline 
recommended by Wong et al. (2013) for realist 
syntheses according to the Realist and Meta-
narrative Evidence Syntheses: Evolving Standards 
(RAMESES) publication standards. 
A full list of reviewed articles can be found in 
Appendix 5. When cited in text, these reviewed 
articles are referenced numerically. The citation 
numbers for articles with positive, negative, or 
neutral outcomes can be found in Appendices 6, 7, 8, 
and 9.
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Executive summary
Purpose of the rapid realist review
Recent systematic reviews of effective treatments 
and approaches for co-occurring mental health 
and substance use disorders (SUDs) are limited by 
their focus on specific mental health conditions or 
substances. They do not respond to realist questions 
that unpack the contexts and mechanisms that may 
serve as facilitators or barriers to achieving positive 
outcomes in providing integrated care for mental 
health and SUDs. Understanding these facilitators 
and barriers is especially important in healthcare 
settings, including Ireland’s, where funding for 
services and other administrative challenges may be 
at odds with ensuring equitable access to services. 
These characteristics must be considered in order 
to develop an in-depth understanding of what works 
for whom under what circumstances. With Ireland’s 
2017–2025 National Drugs Strategy (Department 
of Health, 2017), there is a need for information to 
further progress on goals to integrate mental health 
and substance use services. 
Research questions
The scope of this rapid realist review was developed 
through a high-level review of relevant literature 
and early engagement of knowledge users in Ireland. 
The Health Research Board (HRB) proposed three 
research questions to guide the rapid realist review. 
Keeping in line with the realist approach, the research 
team carried out a process to refine these questions 
to ensure that they accurately reflected the needs of 
the knowledge users, including providers and users of 
dual diagnosis services in Ireland. 
 » Refined research question 1: What interventions 
improve treatment and personal functioning 
outcomes for people with co-occurring substance 
use and mental health problems and in what 
circumstances do they work?
 » Refined research question 2: What aspects of 
integrative programmes for the treatment of 
co-occurring substance use and mental health 
problems trigger positive system outcomes and in 
what circumstances do these outcomes occur?
 » Refined research question 3: What existing models 
of care for adults with co-occurring substance 
use and mental health problems lead to positive 
treatment outcomes and successful service 
integration?
Co-production guided the process at the first 
meetings in Ireland in November 2017. Detailed notes 
were taken in an effort to identify and draft theory 
statements that would guide the realist review. Notes 
were organised based on each of the discussions and 
activities facilitated with the groups. The research 
team carried out thematic analysis of this initial 
dataset of notes to generate 10 theory statements 
that ultimately guided the literature search, data 
extraction, and analysis processes. These 10 theory 
statements were brought back to the knowledge 
users for revision, validation, and finalisation during 
the second in-country meetings. 
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Final theory statements
Number Theory statement
1 Integration of existing services, particularly community-based services, supports access to care and minimises 
barriers faced with creation of new service lines. 
2 Integrated treatment requires training and cross-training of substance use and mental health service providers at 
multiple levels.
3 Improved coordination between providers (substance use, mental health, and primary care) will break down 
administrative silos and improve access to timely diagnosis, care, and treatment.
4 Services must be tailored to the local context and the individual’s needs and circumstances to be most effective.
5 Including service users and families in service and care decisions results in better outcomes for individuals and their 
families.
6 A knowledge of local efforts already in place and co-production with service providers and individuals with lived 
experience is needed to develop practice-informed strategies and policies that take known facilitators and 
implementation challenges into consideration.
7 Resources (financial and otherwise) must accompany strategy and policy to enable integration and improve service 
delivery and individual outcomes.
8 When treatment takes a holistic view and includes housing and social supports, individual outcomes are improved.
9 A holistic model to mental health is needed to improve mental health outcomes, particularly among individuals with 
co-occurring mental health and substance use disorders.
10 Peer support facilitates recovery and positive outcomes for individuals with co-occurring mental health and 
substance use disorders.
Methods
The HRB chose (and the Georgia Health Policy 
Center affirmed) the realist synthesis method for this 
review given the goal of gaining an understanding of 
why some interventions work (or do not work) for 
some people with dual diagnosis and under what 
conditions. The realist approach provides a strategy 
to identify characteristics, or mechanisms, that 
affect the successful implementation and outcomes 
of evidence-based treatments and their contexts. 
To answer the question of ‘why does a programme 
work?’, it is necessary to employ a theory-driven 
approach to evaluating the literature. Such a theory-
driven explanation is the desired output of this 
review. 
A two-round iterative search process led to the final 
set of articles reviewed. For Round 1, conducted 
during March 2018, the searching was carried out by 
each research question. The searches were limited 
to results published between 1998 and 2018 that 
were written in English. For research question 1, only 
articles that addressed mental health and substance 
use treatment in the title or abstract were chosen. 
For research question 2, articles chosen addressed 
integration of programmes and services, including 
primary care. Search results for research question 
3 were first scanned for those that addressed 
integrated dual diagnosis models of care. Additional 
articles were selected to broaden the final set to 
include other models and contexts for delivery of 
integrated care.
Once the data extraction and analysis of the articles 
from Round 1 was complete, the research team 
recognised several gaps in the literature. Gaps were 
identified in the following areas:
 » Studies conducted in Ireland
 » Peer support
 » Consumer, client, service user, and family 
inclusion in service and care decisions
 » Knowledge of local efforts and recognition of 
service providers and individuals with lived 
experience as experts.
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After conversations and engagement with the 
knowledge users during a second round of in-person 
meetings (Round 2) to review initial findings, an 
additional literature search was deemed necessary to 
ensure that the findings of the review met the needs 
of the stakeholders.
From a pool of 10,971 unduplicated articles in 
the PsycINFO, CINAHL, MEDLINE, and Academic 
Search Complete databases, 151 were screened 
for review. Data analysis and synthesis of the final 
set of articles was informed by the synthesis steps 
outlined by Rycroft-Malone et al. (2012: 6–7). Data 
analysis began by organising the data collected 
utilising the data extraction form into EPPI Reviewer 
software. The software enabled the research team 
to systematically code all articles included in the 
review, as well as rapidly retrieve the context, 
mechanism, and outcome codes throughout data 
analysis. Across articles, reviewers paid particular 
attention to common themes in both the context and 
mechanisms present in the literature. These themes 
were then compared across articles and formulated 
into appropriate chains of inference.
Throughout the stages of data analysis and synthesis, 
reviewers, who included the research team and other 
experts in behavioural health, public health, and/or 
health systems, participated in iterative sense-making 
sessions. These sessions allowed each reviewer to 
provide concise summaries of emerging patterns and 
themes from their articles reviewed and describe 
whether the articles addressed the identified 
theories. A core member of the research team 
took detailed notes to support the identification of 
themes and patterns across reviewers and content-
relevant articles for each research question.
Findings were synthesised in two rounds. The 
first round synthesised the context, mechanism, 
and outcomes found in the literature aligned with 
each research question, with attention given to 
the thematic areas of the theory statements and 
additional concepts that surfaced in the literature. 
This level of synthesis revealed the need for further 
synthesis, cutting across literature identified for each 
research question, and focusing on the outcomes 
aligned with the theory statements. 
The 10 theory statements were grouped into 
outcome areas of integration, access, and 
individual and family treatment outcomes. These 
three outcome areas distil essential components 
of the three research questions, which address, 
in reverse order, 1) the conditions that affect 
individual treatment outcomes, 2) characteristics 
of integrative programmes that yield positive 
system outcomes (distilled into access here), and 3) 
successful integrated models of care. Each of the 
three outcome areas is associated with a different 
context. The mechanisms in improved integration are 
associated with the provider context. The context 
for the access mechanisms is the systems of mental 
health and substance use services. The context for 
individual and family outcomes is the care setting. 
Main findings
The 151 articles selected for review included 118 
empirical studies (n=22 randomised trials, 48 
programme evaluations, 15 longitudinal analyses, 39 
qualitative studies, 14 other), 16 syntheses or reviews 
(n=11 systematic reviews, 4 literature syntheses, 1 
other), 16 brief reports, and 1 commentary. Findings 
aligned with the three outcome areas derived from 
grouping the theory statements are presented as 
follows. 
Integration
Several resource and reasoning mechanisms serve as 
enablers and barriers to successful integration of co-
occurring mental health and substance use service 
delivery. In summary, the organisational and financial 
resources must align with strategy and policy, but this 
alone will not ensure successful integration. Provider 
belief that change is possible and enthusiasm for 
implementing these changes serve as catalysts for 
implementing the necessary changes that integrated 
care requires. Provider belief and enthusiasm 
are influenced by a variety of factors, such as the 
climate in which they operate, the organisational 
partnerships involved, and their confidence in their 
skills and abilities to implement new services or 
implement services differently in coordination with 
other providers. 
Access
Review of all articles revealed 19 that described 
context, mechanism, and outcome patterns broadly 
related to access. On the whole, these mechanisms 
were found to be operating at the organisational 
or staff levels rather than an individual level. For 
example, the predominant mechanisms identified 
related to staff changes in knowledge, skills, and 
attitudes associated with training; staff changes in 
thinking and reasoning associated with their inclusion 
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and/or co-production of services for co-occurring 
disorders; and changes in staff reasoning associated 
with the process of organisational integration. 
Additional mechanisms related to what one might 
consider changes in organisational reasoning such 
as organisational climate and readiness to change. 
Each of the mechanisms, in some way, helped to 
explicate three of the study’s 10 theory statements 
that had been co-produced with local knowledge 
users. Further, the findings related to access helped 
to begin to unwind the complex story addressing 
the study’s second research question: What aspects 
of integrative programmes for the treatment of 
co-occurring substance use and mental health 
problems trigger positive system outcomes and 
in what circumstances do these outcomes occur? 
Based on the analysis, these aspects include, but are 
not limited to, changes in staff knowledge and skills 
associated with training that is, ideally, designed and/
or delivered by individuals with lived experience, and 
organisational climates and readiness for change that 
facilitate successful integration of mental health and 
substance use services.
Individual and family treatment 
outcomes
The literature related to interventions that include 
service users and families in treatment reveals 
important mechanisms for building an integrated 
system for individuals with co-occurring mental 
health and substance use diagnoses. A dominant 
theme is the importance of engagement in 
treatment or recovery. We now know more about 
how these interventions can lead to engagement 
in treatment. Conditions that are associated with 
engagement in treatment paint a picture of a client 
who is embedded in a supportive social network, 
has mastered self-management behaviours, has 
stability in basic social and employment needs, and is 
motivated and has individualised incentives to engage 
in treatment and recovery. The care system and the 
individual have worked together to establish a secure 
and stable environment that supports recovery.
The literature also reveals three more difficult to 
observe mechanisms that are part of this complex 
system: trust, flexibility, and hope. The treatment 
approaches explored in this literature (including 
service users and families, holistic view, and peer 
support) lend themselves to triggering these 
mechanisms. Review of the detail of this literature 
creates a roadmap for the design of services 
that are most likely to trigger recovery. There are 
specific actions and orientations that contribute to 
trust. For example, creating an environment that is 
intentional about displaying simple acts of kindness 
will help build trust. Purposefully building flexibility 
into treatment through co-design will help build the 
conditions necessary for recovery. Building a culture 
of hope among providers, family, and clients through 
instilling confidence, self-esteem, and empowerment 
is critical to recovery. Also included in the system are 
a number of barriers to recovery such as isolation, 
intense emotions, and lack of trust in institutions 
that can trigger negative reinforcing loops away from 
treatment and recovery. Careful design of a system 
of care that leverages these mechanisms is more 
likely to create an environment of recovery.
Initial recommendations 
The HRB seeks to contribute to the development 
of a standardised evidence-based approach to the 
identification, assessment and treatment of co-
occurring mental illness and substance disorders. 
The results of this realist review and synthesis provide 
ideas regarding how integrated systems can be built 
to use evidence-based models of care to improve 
outcomes for individuals. 
Knowledge users in Ireland described six dual 
diagnosis programmes in different communities 
(Waterford, Limerick, Cork, Clondalkin, Kilkenny, 
and Dublin) that engaged in locally driven integration 
efforts across the drug and alcohol task forces, 
mental health or psychiatric services, and a 
Recovery College. These programmes create 
vehicles for learning among the providers and 
consumers involved in these programmes. There 
are opportunities for learning about each other’s 
programmes, as well as evidence for treatments, 
models, and integration produced by this project. 
Additionally, learnings from these programmes can 
be used to support the development of additional 
programmes.
These six local integrated programmes provide a 
starting place for learning and integrating knowledge 
about treatment and building a culture of co-
production that supports putting the individual at 
the centre of the system. The wisdom gained from 
knowledge users and the literature synthesis reveals 
numerous ideas for building an integrated system. 
Content in each section of this report can be 
translated into evidence-based actions. 
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The four-level framework that emerged from this 
project provides a structure to organise potential 
steps. At the policy/system level, high-leverage 
steps may focus on the alignment of resources. At 
the organisation/provider level, a focus on building 
a knowledgeable workforce is important. Initial 
recommendations, included in the following table 
for each level, are focused on a few preliminary 
actions that may have high leverage and build on 
what currently exists. A next useful step could be a 
collaborative session with local Irish knowledge users 
to meaningfully mine the findings for appropriate 
actions and would be in keeping with the co-
production recommendation. 
Level Potential action
Policy/system
 » Create incentives in payment to providers for integrating care of individuals with co-occurring 
diagnosis
 » When developing service payment agreements, include deliverables that recognise the long path to 
recovery
 » Analyse the system as it relates to access to psychological services and align providers with service 
needs
 » Examine payment structure for peer mentors, coaches, and instructors
 » Explore how resources can be allocated to support a holistic approach to care (e.g. housing, 
supportive employment)
Organisation/provider  » Build a knowledgeable, integrated workforce that keeps the individual at the centre
 » Develop a common language among different provider types, consumers, and families
 » Examine training modes and build in time to support provider training and cross-training to build 
competence and confidence
 » Build a culture of hope
Service/treatment  » Create a learning community among the current integrated programmes
 » Conduct a realist evaluation of the current work and use the learnings to improve current 
programmes and build others 
 » Allocate resources to support the creation of new integration pilot programmes that includes 
resources for programmes, technical assistance, and peer support from current integrated 
programmes
 » Use the evidence from this review to guide future programme development
Individual/family  » Build systems for co-production at each level of the system: policy, provider, treatment design, and 
individual care
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Conclusion
This realist review and synthesis begins to answer 
the overarching question of ‘how can integration 
using effective models of care improve outcomes 
for individuals with co-occurring mental health 
and substance use disorders?’ Integration is not a 
single concept related to a specific treatment or 
relationship among providers, but rather a complex, 
multifaceted portfolio of interrelated parts of a 
system. Central to development of integrated models 
is a four-level framework for integration that is co-
produced by policy-makers, providers, and clients at 
the policy, organisation or provider, treatment, and 
individual levels. Policies and resources need to be 
aligned to create incentives for providing integrated 
care, while a knowledgeable, coordinated workforce 
keeps the individual at the centre. 
Keywords: co-occurring disorders, dual diagnosis, 
integration, mental health disorders, rapid realist 
review, substance use disorders
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Introduction
The Health Research Board and 
Georgia Health Policy Center 
partnership
The Georgia Health Policy Center at Georgia State 
University in Atlanta, Georgia, USA, responded to a 
solicitation for proposals and was contracted by the 
HRB to conduct this rapid realist review. The Georgia 
Health Policy Center developed the study protocol 
and conducted meetings with knowledge users in 
Ireland on two occasions to obtain input into the 
scope of the study and study findings. They engaged 
expert panels and reviewed and synthesised the 
literature. The HRB identified dual diagnosis experts 
in Ireland and arranged meetings with knowledge 
users, shared materials, and participated in regular 
project calls.
Rationale for review
In many parts of the world, there is a deficit 
of services for mental health and SUDs. These 
deficits are exacerbated by challenges in service 
coordination to treat both conditions. In Ireland, 
despite implementation of a progressive mental 
health policy in 2006, there is ongoing concern 
that people struggling with addiction and mental 
health issues do not get the care they need (Mental 
Health Reform, 2016). The 2017–2025 National Drugs 
Strategy, Reducing Harm, Supporting Recovery, sets 
a goal to improve treatment for individuals dually 
diagnosed with mental health and substance use 
concerns (Department of Health, 2017). 
The burden of both mental health and SUDs is great. 
According to the 2016 Healthy Ireland Survey, more 
than one-half of the population surveyed (52%) 
reported having experience with mental health 
problems (Ipsos MRBI, 2016). Ten per cent reported 
suffering from negative mental health, defined as 
a Mental Health Index-51 score of 56 or lower. For 
Ireland’s population over age 15, it is estimated that 
9% have a probable mental health disorder, make 
higher use of emergency and hospital services, 
and experience delays in accessing mental health 
services (Mental Health Reform, 2016). The estimated 
overall cost of poor mental health in Ireland is 2% 
of gross national product, equivalent to €4 billion 
(Mental Health Reform, 2016).
These reports of negative mental health are even 
more concerning in the context of rising rates of 
substance misuse. According to a 2014–2015 study 
in Ireland and Northern Ireland, commissioned by 
the National Advisory Committee on Drugs and 
Alcohol (NACDA) and the Department of Health, 
Social Services and Public Safety in Northern 
Ireland, lifetime usage of any illegal drug increased 
significantly from 27.2% in 2010–2011 to 30.7% in 
2014–2015 among adults aged 15 to 64 years (NACDA,  
2016). Similarly, among young adults aged 15 to 34 
years, lifetime use increased significantly from 10.9% 
to 14% over the same period (NACDA, 2016). About 
one-third of individuals who misuse substances have 
co-occurring mental health conditions (also called 
dual diagnosis). 
1 The Mental Health Index-5 is a tool used to assess mental 
health. Respondents self-report the extent to which they have 
‘been a very nervous  person’, felt ‘downhearted and blue’, 
‘worn out’, ‘tired’, or ‘so down in the dumps that nothing could 
cheer you up’. Scores are calculated on a scale of 0 to 100, 
with lower scores indicating greater psychological distress. 
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Despite increases in substance misuse, similar 
increases have not occurred in associated treatment 
(Irish Medical Organisation, 2015). Clinical training 
for physicians and mental health professionals 
generally provides only limited information on the 
identification and treatment of substance misuse. 
This lack of preparation manifests in a reluctance 
among providers to engage with patients around 
these issues (Ross et al., 2015). Similarly, substance 
use treatment professionals often receive limited or 
no education in the identification and treatment of 
mental health conditions.
The co-occurrence of mental health and SUDs 
has been widely recognised and studied over the 
past 40 years (Flynn and Brown, 2008). Woody and 
Blaine (1979) first identified this association among 
substance use treatment clients who suffered from 
depression. However, despite numerous studies of 
specific mental health conditions and substance use, 
the nature of this co-occurrence remains unclear. 
What is known is that this relationship is complex, 
with unanswered questions around causality and if 
and how one may accelerate the progression of the 
other. Data from the United States of America (USA) 
and Australia show alcohol dependence increases 
an individual’s odds of having concurrent affective 
or anxiety disorder threefold to fourfold (Baker et 
al., 2012). This dual risk is further exacerbated by 
the association between co-occurring alcohol and 
depressive and anxiety disorders with other negative 
outcomes such as suicidal ideation and poor social 
functioning (Baker et al., 2012). However, a recent 
study by Farmer et al., (2017), which tested for the 
relationships between co-occurring emotional 
disorders and first episode alcohol use disorder, 
found these to be co-occurring yet independent of 
each other. 
For co-occurring mental health and SUDs, a 
preponderance of evidence suggests that patient 
outcomes are improved when treatment is integrated 
(McGovern et al., 2014). Several models for integrating 
primary care and behavioural health services have 
developed and examples of best practices can be 
found around the world (World Health Organization 
and World Organization of Family Doctors, 2008). 
Models for integrating mental health and substance 
misuse treatment are more limited, but a number of 
examples have been identified and tested (Sterling 
et al., 2011 (68); Torrens et al., 2012 (70)). Historically, 
tests of integrated treatment models were limited to 
controlled settings and yielded disappointing results 
and produced only limited evidence for adolescent 
and young adult populations (Drake et al., 1998). 
Understanding of best practice for integration across 
physical and mental health and substance misuse 
services is more limited, and there are even fewer 
studies of integration of socioeconomic support 
services for stabilisation of recovery. Clients with co-
occurring conditions would benefit from providers 
with a thorough understanding of their needs and 
who can provide comprehensive care – from early 
identification to ongoing management during their 
recovery.
Despite knowledge of the co-occurrence of 
mental health and SUDs, and evidence that 
integrated treatment strategies are most effective, 
implementation of integrated treatment continues 
to lag. In a recent study in the USA of programme 
capacity to address co-occurring disorders, 
McGovern et al. (2014) found that only 18% of 
substance misuse and 9% of mental health treatment 
programmes met criteria for capability in the 
delivery of dual diagnosis services. Challenges to 
integration include not only provider education but 
also systemic conditions such as siloed funding and 
service systems, barriers to co-location of services, 
differences in insurance coverage, and limited 
knowledge of best practice for service integration. 
These factors and others often make it difficult to 
coordinate or integrate services. 
Recent systematic reviews of effective treatments 
and approaches for co-occurring mental health 
and SUDs are limited by their focus on specific 
mental health conditions or substances. They do 
not respond to realist questions that unpack the 
context and mechanism characteristics that may 
serve as facilitators or barriers to achieving positive 
outcomes in providing integrated care for mental 
health and SUDs. Understanding these facilitators and 
barriers is especially important in healthcare settings, 
including Ireland’s, where funding mechanisms for 
services and other administrative challenges may be 
at odds with ensuring equitable access to services. 
These characteristics must be considered in order to 
develop an in-depth understanding of what works for 
whom under what circumstances. A policy-friendly 
approach to evidence synthesis is required.
With the 2017–2025 National Drugs Strategy 
(Department of Health, 2017), there is a need for 
information to make significant progress on goals to 
integrate mental health and substance use services. 
To study how best to integrate these services, the 
HRB determined to employ a realist approach that 
would include engaging knowledge users experienced 
with integrated services. More information was 
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needed about implementation factors that 
improve integration and systems outcomes, and 
the effectiveness of treatment for co-occurring 
conditions. The realist approach provides a strategy 
to identify characteristics, or mechanisms, that 
affect the successful implementation and outcomes 
of evidence-based treatments, and their contexts. 
This study is likely to contribute valuable information 
in order to plan and implement integrated services 
throughout Ireland.
Objectives and focus of review
The overarching objective of this rapid realist 
review is to support Ireland’s new National Clinical 
Programme for Mental Health (Health Service 
Executive, 2017) to address dual diagnosis by 
providing essential information needed to develop 
joint protocols between mental health services 
and drug and alcohol services. This will facilitate 
integrated care planning and management in line with 
the National Drugs Rehabilitation Framework (Doyle 
and Ivanovic, 2010), and objective 2.1.24 of Ireland’s 
2017–2025 National Drugs Strategy (Department of 
Health, 2017): ‘Improve outcomes for people with co-
morbid severe mental illness and substance misuse 
problems’. To meet these objectives, this review 
focused on answering the following three research 
questions:
 » What interventions improve treatment and 
personal functioning outcomes for people with 
co-occurring substance use and mental health 
problems and in what circumstances do they 
work?
 » What aspects of integrative programmes for the 
treatment of co-occurring substance use and 
mental health problems trigger positive system 
outcomes and in what circumstances do these 
outcomes occur?
 » What existing models of care for adults with 
co-occurring substance use and mental health 
problems lead to positive treatment outcomes 
and successful service integration?
www.hrb.ie16
To answer the research questions, a rapid realist 
review was conducted. As described by Pawson 
et al. (2005), a realist review serves as a logic of 
enquiry that seeks to explain rather than judge. 
Further, it learns from real-world contextual factors 
rather than trying to control them. For each idea, 
reviewers seek out the contextual influences that 
are hypothesised to have triggered the relevant 
mechanism(s) to generate the outcome(s) of interest. 
Synthesis consists of comparing ‘how the programme 
was supposed to operate’ to the ‘empirical evidence 
on the actuality in different situations’ (Wong et al., 
2013).
Access to effective services for individuals impacted 
by co-occurring mental health and SUDs requires 
immediate attention, and evidence of what works, 
for whom, and under what circumstances is needed 
to provide knowledge users with the in-depth, 
contextualised understanding required to improve 
outcomes for people with comorbid severe mental 
illness and substance misuse. Use of a rapid realist 
review for this study preserved the core philosophy 
of realist reviews, while also prioritising the time-
sensitive need for the results of the study (Saul et al., 
2013).
The planned review process included a broad search 
of the literature across all research questions. 
However, due to the large volume of literature 
returned in early searches across multiple databases, 
overlapping search results, and the rapid nature of 
the study, the focus was limited to one database, 
PsycINFO, for the first two research questions.
The project included two occasions to learn from 
and share information directly with knowledge 
users (providers and service users) in Ireland. Given 
the opportunity to interact with a larger-than-
planned number of people, these activities took on 
an expanded scope. This ultimately benefited the 
review by gaining greater insight from those directly 
involved with services. Emphasis was placed on 
co-production2 (Social Care Institute for Excellence, 
2013) and locally informed planning. So, consistent 
with Saul et al.’s (2013) recommendation for a rapid 
realist review, a small local advisory group was 
invited to provide periodic input to the project. 
However, the invited expert advisers were engaged 
less frequently than anticipated given conflicting 
schedules and logistical challenges posed by working 
in multiple time zones. This issue was also identified 
by Saul et al. (2013) as a challenge for rapid reviews.
Rationale for using realist 
synthesis
The HRB seeks to contribute to the development 
of a standardised, evidence-based approach to 
the identification, assessment, and treatment of 
comorbid mental health and SUDs. Building this 
evidence-based approach is complex and requires 
an iterative approach that bridges multisectoral 
parties’ knowledge and experience with diverse 
evidence types. In addition, there is a desire for a 
speedy translation of research to practice, as this is a 
part of a multiphase project.
Methodology
2  Co-production involves decision-makers, practitioners, and/or professionals working as equal partners and co-creators of solutions 
with citizens, including users of services and their families.
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The HRB chose (and the Georgia Health Policy 
Center affirmed) the realist synthesis method for this 
review given the goal of gaining an understanding 
of why some interventions work (or do not work) 
for some people with dual diagnosis and under 
what conditions. To answer the question of why 
a programme works, it is necessary to employ a 
theory-driven approach to evaluating the literature. 
The realist synthesis approach can help unpack 
complexity by uncovering the mechanisms that 
lead to particular outcomes and the contexts within 
which these outcomes occur. Such a theory-driven 
explanation is the desired output of this review. 
Process overview
The rapid realist synthesis included the necessary 
components to begin to build the evidence-
based approach in order to identify, assess, and 
treat comorbid mental illness and substance use 
(Greenhalgh et al., 2011; Shé et al., 2018; Willis et al., 
2014). The process recognised the complexity of the 
real world with an iterative approach that included 
the engagement of those working with and using 
the theory-driven interventions and programmes. 
Multisector partners included service users, mental 
health and substance use providers, and policy-
makers. The evidence synthesis included diverse 
information from both academic and practical 
literature, as well as information gathered from 
stakeholders. The rapid synthesis offered the means 
to provide timely evidence to support the desire for 
a speedy multiphase process. While a more detailed 
description of the rapid realist synthesis process 
follows, Figures 1–3 provide an overview.
Define and 
refine the 
scope
Develop and 
refine research 
questions
Search for 
evidence and 
test
Transcribe and 
consolidate 
notes
Draft realist 
frame
Refine realist 
frame
Meet in Ireland 
(November 2017)
Identify 
themes
Review sample 
literature
Develop local 
advisory 
group
Consult 
external and 
local experts
Develop 
theory 
statements
Figure 1: Process part I – informing the search
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Search 
evidence to 
test theories
Continue search 
for evidence to 
test theories
Extract data
Extract data
Analyse and 
synthesise data
Analyse and 
synthesise data
Create search 
strategy
Execute 
search across 
databases
Use inclusion 
and exclusion 
process
Extract data
Code theory 
statements
Code theory 
statements
Create search 
terms
Conduct targeted 
search based on 
gaps in literature 
Store articles in 
database
Store articles in 
database
Code context, 
mechanism, 
outcome
Code context, 
mechanism, 
outcome
Execute 
search across 
databases
Use data 
extraction 
template
Conduct several 
rounds of  
sense-making
Conduct 
final round of 
sense-making
Figure 2: Process part II – conducting the search
Figure 3: Process part III – finalise search and analysis 
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Defining the scope
The scope of this rapid realist review was developed 
through a high-level review of relevant literature 
and early engagement of knowledge users in Ireland. 
The first steps included a review of the National 
Drugs Strategy (Department of Health, 2017) and dual 
diagnosis articles identified by the HRB. This provided 
insight into the spectrum of literature, a framework 
for the full search, and the development of the 
research questions with a focus on potential goals 
for use of findings. The reviewed literature spanned 
systematic reviews, meta-analyses, qualitative and 
quantitative research, and methods papers. Research 
topics included co-occurrence of substance 
misuse and specific mental health concerns (e.g. 
anxiety, depression, schizophrenia, autism, suicide), 
treatments (e.g. psychosocial, pharmacological, 
technology-based, therapeutic communities), 
settings (e.g. inpatient, outpatient, emergency 
departments), and adult and youth populations.
Knowledge users in Ireland, including both drug and 
alcohol treatment providers and service users at 
a Recovery College, provided information on their 
experiences to inform the scope of the rapid realist 
review and refinement of research questions. The 
treatment providers included representatives from 
the drug and alcohol task forces, a psychiatrist, and 
a partnering mental health provider collaborating to 
implement dual diagnosis services. 
The meeting with a group of 18 drug and alcohol 
treatment providers from across Ireland introduced 
the project and realist methods and generated their 
insights through a series of activities. Participants 
shared their service experiences, identified  
research areas of interest and uses for study 
findings, and reflected on desired future conditions 
for addressing the needs of dual diagnosis clients. 
Twelve service users with dual diagnosis, engaged 
with a Recovery College, participated in a two-hour 
guided group discussion, sharing insights about their 
experiences and recommendations to meet the 
needs of persons with co-occurring conditions. No 
personally identifying information was collected from 
participants.
Research question refinement
The HRB’s request for tender proposed three 
research questions to guide the realist synthesis. 
Keeping in line with the realist approach, the 
research team used an iterative process for question 
refinement to ensure that they accurately reflected 
the needs of the knowledge users, including 
providers and users of dual diagnosis services in 
Ireland. 
Research question refinement began during the first 
set of meetings with knowledge users in Ireland in 
November 2017. Discussions with representatives of 
the drug and alcohol task forces and individuals with 
lived experience were facilitated by the research 
team to gather feedback about the proposed 
questions – what additional questions should be 
asked, what was missing, and what changes should 
be made? Detailed notes of these discussions taken 
by two core members of the research team were 
later consolidated to create one comprehensive 
document available to the full team.
The consolidated notes were then reorganised to pay 
attention to context and mechanism, plus additional 
areas of interest to the knowledge users. This was 
done for each of the three research questions to 
further facilitate the refinement process. Patterns 
and themes emerged within each research question. 
The research team discussed the identified patterns 
and themes during a follow-up telephone meeting 
with the HRB and the local advisory group, at which 
time additional insight was gained, feedback was 
incorporated, and the research questions were 
finalised. See Table 1 for the finalised research 
questions and sub-questions.
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Table 1: Final research questions and sub-questions identified by knowledge users
Research question 1: What interventions improve treatment and personal functioning outcomes for people with co-occurring 
substance use and mental health problems and in what circumstances do they work?
Sub-questions identified:
 » How does prison policy influence or impact individual and service delivery?
 » What role should family members take to improve treatment outcomes and wellbeing of clients?
 » What resources are required to implement effective dual diagnosis integrated services?
 » What infrastructure is needed to support that?
Research question 2: What aspects of integrative programmes for the treatment of co-occurring substance use and mental 
health problems trigger positive system outcomes and in what circumstances do these outcomes occur?
Sub-questions identified:
 » How do we gather data around services provided to individuals with dual diagnosis?
 » What are best practices for integrated service delivery?
 » What are best practices (policy level, service level) for meaningful participation?
 » How do we make integrated programmes and supports safe and accessible for clients with dual diagnosis?
 » How do we make it safe for the clients to engage?
 » What upskilling is needed within services to allow provision of dual diagnosis support?
 » What personal, familial, community, and national factors help a person reach and sustain recovery?
 » Why and how does helping clients understand and cope with their substance use and mental health at the same time in the same 
care plan help them recover?
Research question 3: What existing models of care for adults with co-occurring substance use and mental health problems lead 
to positive treatment outcomes and successful service integration?
Sub-questions identified:
 » How do values play a role in delivery of interventions?
 » How do you shift values?
 » What values should be evident?
 » How to reduce/change stigma (with public awareness)?
 » What baseline training is needed for staff to be confident working with individuals with dual diagnosis?
 » How can general practitioners be prepared?
The themes and patterns gleaned from mining the 
data used during the research question refinement 
process were later used to cross-check and 
validate search terms and parameters developed to 
guide the literature search. Additional information 
about contexts and mechanisms identified by the 
knowledge users is located in the Results section  
as follows.
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Theory identification and 
refinement
Co-production guided the process at the first 
meetings in Ireland. Throughout all of these meetings, 
detailed notes were taken in an effort to identify and 
draft theory statements that would guide the realist 
review. The Georgia Health Policy Center research 
team consolidated and organised the notes from 
these in-depth discussions with the participating 
knowledge users to draft theory statements. These 
transcribed notes were organised based on each 
Final theory statements
Number Theory statement
1 Integration of existing services, particularly community-based services, supports access to care and minimises 
barriers faced with creation of new service lines. 
2 Integrated treatment requires training and cross-training of substance use and mental health service providers at 
multiple levels.
3 Improved coordination between providers (substance use, mental health, and primary care) will break down 
administrative silos and improve access to timely diagnosis, care, and treatment.
4 Services must be tailored to the local context and the individual’s needs and circumstances to be most effective.
5 Including service users and families in service and care decisions results in better outcomes for individuals and their 
families.
6 A knowledge of local efforts already in place and co-production with service providers and individuals with lived 
experience is needed to develop practice-informed strategies and policies that take known facilitators and 
implementation challenges into consideration.
7 Resources (financial and otherwise) must accompany strategy and policy to enable integration and improve service 
delivery and individual outcomes.
8 When treatment takes a holistic view and includes housing and social supports, individual outcomes are improved.
9 A holistic model to mental health is needed to improve mental health outcomes, particularly among individuals with 
co-occurring mental health and substance use disorders.
10 Peer support facilitates recovery and positive outcomes for individuals with co-occurring mental health and 
substance use disorders.
Table 2: Final theory statements
of the discussions and activities facilitated with the 
groups. The research team then carried out thematic 
analysis of this initial dataset of notes to generate 
10 theory statements that ultimately informed and 
guided the literature search, data extraction, and 
analysis processes. The 10 theory statements were 
brought back to the knowledge users for revision, 
validation, and finalisation (see the following section). 
The final theory statements are presented in Table 2. 
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Searching processes
A two-round iterative search process led to the final 
set of articles reviewed in this realist synthesis. The 
search process, including identification of search 
terms and databases, was informed by an appraisal of 
the following initial documents:
 » The funder’s request for tender, to ensure that 
the search yielded information appropriate to the 
needs of the HRB.
 » Meeting notes from the research team’s November 
2017 visit to Ireland, to understand what 
knowledge users and various stakeholders needed 
from the synthesis.
 » The three refined research questions and sub-
questions of interest to the knowledge users, 
to ensure that the appropriate evidence was 
gathered for the review from the appropriate 
sources.
 » Additional research questions and themes of 
interest identified by knowledge users, to ensure 
that evidence related to these interests was also 
gathered.
From review of these initial items, 272 key search 
terms were developed across 25 relevant content 
areas. The research team then engaged an 
information specialist to narrow the search terms 
and execute the first round of the searching process. 
For Round 1, the searching was carried out by each 
research question. For research questions 1 and 2, 
only the PsycINFO database was searched for articles 
to be included in analysis, due to the wide scope of 
the questions. Searches also were tested on multiple 
databases (e.g. MEDLINE, CINAHL, Global Health, 
Health Management, Web of Science) to understand 
the type and volume of literature returned, and 
alignment with the questions of interest. These 
searches yielded mixed results. Limiting the search 
for these questions to only one database was 
needed to control the number of articles returned 
to align with the rapid timeframe of the review. 
PsycINFO was selected in consultation with the 
information specialist as the most appropriate 
database to answer research questions 1 and 2, given 
the behavioural health treatment focus and time 
restrictions. For research question 3, the PsycINFO, 
MEDLINE, CINAHL, and Academic Search Complete 
databases were searched. This approach was needed 
due to the limited literature specific to dual diagnosis 
models of care, as well as the existence of global 
efforts to develop and implement such models. See 
Appendix 3 for specific syntax used to execute each 
search.
Round 1 of the search process occurred during 
March 2018. The searches were limited to results 
published between 1998 and 2018 that were written 
in English. The articles returned across the three 
research questions were geographically diverse, and 
the search did not restrict articles by any geography. 
The articles were quite diverse in their methodology, 
so no exclusions were made based on research 
methodology. For example, some of the studies 
included in the synthesis were of an experimental 
design, while others were quasi-experimental cross-
sectional or longitudinal studies, or prior systematic 
reviews related to the present study. An article was 
excluded from the review if its focus was unrelated 
(e.g. the population studied was under 13 years of 
age) or if the article was not readily accessible. For 
this rapid review, because of the broad spectrum 
of the research questions and knowledge users’ 
interests, a cap of 30 articles per research question 
was set. All articles returned in a search were 
scanned for relevance to the research question and 
the diverse populations and settings identified by 
knowledge users. Articles were chosen, first, for their 
relevance to the research question, but, whenever 
possible, content related to knowledge users’ 
supplemental interests (e.g. homelessness, women, 
trauma, prisons) was included. Articles were not 
deliberately chosen for their focus on these areas 
but were included if they addressed the research 
question. As shown in Appendix 3, no additional 
searches specific to the knowledge users’ interests 
were conducted. This was because a sufficient 
spectrum of articles that included these interests 
were returned by the searches and met inclusion 
criteria. Effort was made to limit inclusion of multiple 
articles by the same authors or about the same 
studies to maximise inclusion of diverse conditions. 
For research question 1, only articles that addressed 
mental health and substance use treatment in 
the title or abstract were chosen. For research 
question 2, articles chosen addressed integration 
of programmes and services, including also primary 
care. Search results for research question 3 were first 
scanned for those that addressed integrated dual 
diagnosis models of care. Additional articles were 
selected to broaden the final set to include other 
models and contexts for delivery of integrated care. 
Across all questions, articles that focused on factors 
peripheral or unrelated to the specific question – 
such as those addressing instrument development, 
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methods, healthcare costs, physical illness outcomes, 
surveys, prevalence, and factors related to co-
occurrence of mental health and substance use 
conditions – were excluded. 
Once the data extraction and analysis of the articles 
from Round 1 was complete, the research team 
recognised several gaps in the literature. Gaps were 
identified in the following areas:
 » Studies conducted in Ireland
 » Peer support
 » Consumer, client, service user, and family 
inclusion in service and care decisions
 » Knowledge of local efforts and recognition of 
service providers and individuals with lived 
experience as experts.
After conversations and engagement with the 
knowledge users during the second round of in-
person meetings to review initial findings (see Round 
2 below), a supplemental literature search was 
deemed necessary to ensure that the findings of the 
review met the needs of the stakeholders.
Appendix 3 includes the complete syntax for the 
searches executed in Round 2. For the second round 
of searching, the PsycINFO, MEDLINE, and CINAHL 
databases were utilised. Round 2 occurred in May 
2018. The lead subject matter expert on the research 
team pulled a purposive set of articles to adequately 
address the gaps identified following Round 1. Given 
time constraints and other limitations to further 
search and review, a sampling of 10 articles per 
content area (Ireland-specific [for each research 
question], peer support, consumer/family inclusion, 
and lived experience) was employed. Although this 
small number of articles could not fully represent 
all research in these areas, the subject matter 
expert sought to choose research articles that were 
representative of issues in the field, were immediately 
available, and were not duplicative of the same 
studies. Because this project was conducted 
specifically for Ireland, it was considered important 
to include studies addressing the Irish health system 
or interventions in Ireland, in addition to studies 
conducted in other countries already included in the 
review. 
Selection of articles was not driven by research 
validity criteria for each study or positive intervention 
outcomes, and instead included various types of 
studies to provide insight into context, mechanism, 
and outcome (CMO) configurations from quantitative 
and qualitative sources, rather than focusing on 
specific intervention outcomes. A full list of reviewed 
articles can be found in Appendix 5. When cited 
the text, these reviewed articles are referenced 
numerically. The citation numbers for articles with 
positive, negative, or neutral outcomes can be found 
in Appendices 6, 7, 8, and 9.
Following both rounds of data extraction, the 
findings were entered into the research team’s online 
database (EPPI Reviewer software) for synthesis. 
Coding trees mirrored the data extraction template 
(Appendix 4) and allowed the team to electronically 
tag each paper reviewed in the synthesis for 
CMO and theory, as well as other supplemental 
information.
Data extraction
The data extraction template (Appendix 4) was 
created to facilitate uniform retrieval of a common 
set of data elements from each article included 
in the synthesis. This template helped to ensure a 
level of consistency among reviewers by providing 
definitions of context and mechanism and 
instructions for tagging text from included articles. 
Reviewers included members of the research team, 
and experts in behavioural health, public health, 
and health systems employed at the Georgia Health 
Policy Center. 
Data extracted for context focused on the pre-
existing characteristics of the individuals, localities, 
situations, and systems of interpersonal and social 
relationships in which the intervention occurred. 
Data extracted for mechanism included the 
intervention and anything about the individuals, 
resources, and actors that might help to explain 
why the intervention worked or did not work. 
Examples of mechanisms were given to reviewers 
to ensure consistency. These examples included 
implementation factors such as satisfaction, 
acceptability, feasibility, collaboration, retention and 
attendance, and environmental factors.
A preliminary test of inter-rater reliability for data 
extraction was conducted in December 2017 using a 
subsample of the literature identified by a content 
expert. This test resulted in enhancements to the 
data extraction template and informed the sense-
making processes carried out throughout the review. 
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Following the data extraction test, two full rounds of 
data extraction took place. The first round extracted 
data from relevant articles across all three research 
questions and the theory statements. The second 
round of data extraction occurred from the content-
specific articles identified in response to literature 
gaps from Round 1 of the search. The second round 
of data extraction focused independently on Ireland-
specific literature relevant to each of the three 
research questions, and articles focused on the three 
theories that were not prominently identified in the 
Round 1 search: inclusion of individuals and families 
in service and care decisions (theory 5), knowledge 
of local efforts in place and recognition of service 
providers and individuals with lived experience as 
experts (theory 6), and the role of peer support 
(theory 10). A high-level summary statement was 
developed for each theory statement, based on 
the literature aligned with that theory, to share 
results with the knowledge users. The results of the 
data extraction by theory statement can be found 
in Appendix 6, and for each research question in 
Appendices 7, 8, and 9. 
Verification with knowledge users
The second set of meetings with knowledge users 
occurred in May 2018. These meetings served to 
obtain input on findings from providers, who were 
a subset of those who attended the first set of 
meetings, and service users, who were a mix of 
those attending the first meeting and others involved 
with the Recovery College. Additionally, this second 
round of meetings provided the opportunity to meet 
with key policy-makers. Each of these meetings 
was used to obtain input on the theory statements 
and summaries of what was found in the literature, 
high-level findings from the literature review, and 
recommendations for dissemination of findings. 
Exercises to facilitate discussion were used with 
providers and service users, and policy-makers 
participated in more general discussions guided by 
the same information about the theory statements 
and findings. These meetings confirmed that the 
theory statements sufficiently covered key issues 
with minor refinements, affirmed the importance of 
needing more information in areas where the first 
round of the literature review did not return sufficient 
results, as described above, and highlighted the 
importance of policy relevance of the study. 
Data analysis and synthesis
Data analysis and synthesis of the final set of articles 
included in the review was informed by the realist 
synthesis steps outlined by Rycroft-Malone et al. 
(2012: 6–7). Data analysis began by organising the 
data collected utilising the data extraction form into 
EPPI Reviewer software. The software enabled the 
research team to systematically code all articles 
included in the review, as well as rapidly retrieve the 
CMO codes throughout data analysis. Across articles, 
reviewers paid particular attention to common 
themes in both the context and mechanisms present 
in the literature. These themes were then compared 
across articles and formulated into appropriate 
chains of inference.
Throughout the stages of data analysis and synthesis, 
reviewers participated in iterative sense-making 
sessions. These sessions allowed each reviewer 
to provide concise summaries of the CMOs and 
emerging patterns and themes found in their 
reviewed articles and to describe whether the 
articles addressed the identified theories. The 
information presented was discussed by the 
group, and common patterns were recorded on a 
whiteboard and aligned as each article was presented 
in each session. A core member of the research team 
took detailed notes to support the identification of 
themes and patterns across reviewers and content-
relevant articles for each research question.
An important aspect of realist methods and of this 
realist review is mechanism. With the mechanism, 
researchers try to understand the how and why 
of what works for whom in what circumstances. 
Our conceptualisation and subsequent analysis of 
mechanisms was driven by Dalkin et al. (2015), who 
describe a mechanism as having two components. 
One is the intervention, which refers to the resources 
that are applied to the context. The second 
component of mechanism, according to Dalkin et 
al. (2015), is the reasoning that is triggered by that 
combination of the resources and context. This 
dynamic is depicted in Figure 4. 
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Figure 4: Context–mechanism–outcome 
configuration
Source: Dalkin SM, Greenhalgh J, Jones D, Cunningham B  
and Lhussier M (2015) What’s in a mechanism? Development  
of a key concept in realist evaluation. Implementation  
Science, 10: 49.
The analysis of the literature included a deep 
exploration of each article’s mechanisms – the 
resources (interventions), the reasoning, and the 
combination of the two – for each of the three 
research questions and key outcomes associated 
with the 10 theory statements. 
Context
MECHANISM
Reasoning
Outcome
Resources
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The following section presents the results of the 
rapid realist review. It begins by summarising the 
wisdom shared during the meetings with knowledge 
users and content experts. This is followed by the 
results of the literature search; the findings for each 
of the three research questions within the realist 
CMO framework; and the synthesis of these findings 
to extract patterns of contextual relationships of 
mechanisms and interventions and their relevance to 
outcomes.
Wisdom discovery findings from 
knowledge users and content 
experts
The findings in this section stem directly from the 
knowledge users and content experts. The co-
production process resulted in rich information 
about the contextual factors and mechanisms 
relevant to each research question from the 
perspective of the knowledge users. These learnings 
are reported by research question as follows.
Research question 1: What interventions improve 
treatment and personal functioning outcomes for 
people with co-occurring substance use and mental 
health problems and in what circumstances do they 
work?
Relevant contextual factors:
 » The influence of prison policy on individuals and 
services
 » Client circumstances and risk and protective 
factors
 » Community factors
 » Inclusion of youth
 » Lack of services in some areas
 » Cultural differences and social determinants such 
as poverty and other inequalities.
Relevant mechanisms:
 » The role of families in treatment outcomes
 » Resources required for effective services
 » Infrastructure requirements
 » The roles and tasks of service providers
 » Staffing practitioners with experience in dual 
diagnosis across service lines
 » Empowering people who have lived experience
 » Access to services at any time, like emergency 
services
 » Continuum of care and aftercare
 » Interagency coordination.
Research question 2: What aspects of integrative 
programmes for the treatment of co-occurring 
substance use and mental health problems trigger 
positive system outcomes and in what circumstances 
do these outcomes occur?
Relevant contextual factors:
 » Addressing the needs of children and young 
people, as well as adults
 » Positive system outcomes, as defined by the 
client.
Relevant mechanisms:
 » Case management
 » The involvement of general practitioners
 » Gender-specific and gender-sensitive services.
Results
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Research question 3: What existing models of care 
for adults with co-occurring substance use and 
mental health problems lead to positive treatment 
outcomes and successful service integration?
Relevant contextual factors:
 » Children and young people as well as adults
 » The role of values in intervention delivery
 » The role of stigma
 » Governance and oversight from psychiatric 
services
 » Expansion of what works
 » Collaboration, with addiction and mental health 
working together and with a shared understanding.
Relevant mechanisms:
 » Staff and general practitioner training.
Literature search: Document flow
Figure 5 shows the results of the database literature 
searches performed in Round 1 (for each of the 
three research questions) and in Round 2 (Ireland-
specific searches for the three research questions 
and theory-specific searches where the Round 
1 literature was weak: peer support, consumer 
collaboration, and lived experience). The figure 
details the number of articles identified at each 
stage of the search, including Round 1 and 2 database 
searches, removal of duplicates, reduction by 
title and abstract content (screening), and those 
ultimately included in full-text review based on 
the criteria described in the methods section. The 
searches used to generate these results are provided 
in Appendix 3. 
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Literature search
strategy development
Round 1
Total 
included 92 + + =29 30 151
Context
In
cl
ud
ed
Sc
re
en
ed
Du
pl
ic
at
es
 
re
m
ov
ed
Da
ta
ba
se
 
se
ar
ch
Ireland-specific Theory-based*
Round 2RQ1: PsycINFO
RQ3: PsycINFO, CINAHL, MEDLINE, 
Academic Search Complete
PsycINFO, CINAHL, MEDLINE
Records identified
RQ1   1,610
RQ2  3,880
RQ3  4,645
Records identified
RQ1  448+171+6=686
RQ2  67+37+13=117
RQ3  17+10+6=33
Records identified
Peer  423+245+238=906
Consumer  2,503
Local/lived experience  197
Unduplicated records
RQ1   1,480
RQ2  3,302
RQ3  3,197
Unduplicated records
RQ1   606
RQ2  97
RQ3  30
Unduplicated records
Peer  654
Consumer  1,970
Local/lived experience  148
Title/abstract
RQ1   1,172
RQ2  1,960
RQ3  1,907
Title/abstract
RQ1   125
RQ2  80
RQ3  30
Title/abstract
Peer  320
Consumer  1,816
Local/lived experience  123
Full-text articles
RQ1   44
RQ2  145
RQ3  61
Full-text articles
RQ1   76
RQ2  43
RQ3  14
Full-text articles
Peer  53
Consumer 119
Local/lived experience  49
Articles included
RQ1   29
RQ2  31
RQ3  32 (19 from searches + 13 
identified from other sources**)
RQ = Research question
* The second round of data extraction focused on Ireland-specific literature across all three research questions and additional articles 
that focused on three theories that were not prominently identified in the first round. These theories included:   
 • Theory 5: Including service users and families in service and care decisions results in better outcomes for individuals and their  
    families.
  •  Theory 6: A knowledge of local efforts already in place and co-production with service providers and individuals with   
               lived experience is needed to develop practice-informed strategies and policies that take known facilitators and     
     implementation challenges into consideration.
  •  Theory 10: Peer support facilitates recovery and positive outcomes for individuals with co-occurring mental health and   
    substance use disorders.
**  Other sources include research question searches, references, and related articles identified while conducting each search.
Articles included
RQ1   11
RQ2  8
RQ3  10 (5 from searches + 5 
identified from other sources**)
Articles included
Peer  11
Consumer  11
Local/lived experience  8
Figure 5: Database literature searches
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Document characteristics
Round 1 of the review yielded 92 articles aligned 
with the three research questions. In Round 2, 59 
articles specific to peer support (n=11), local and lived 
experience (n=8), co-production (n=11), and research 
in Ireland across the three research questions (n=11, 
8, 10, respectively) were added and coded to align 
with Round 1 research question coding. 
The 151 articles selected for review included 118 
empirical studies (n=22 randomised trials, 48 
programme evaluations, 15 longitudinal analyses, 39 
qualitative studies, 14 other), 16 syntheses or reviews 
(n=11 systematic reviews, 4 literature syntheses, 1 
other), 16 brief reports, and 1 commentary. Research 
question 1, 2, and 3 articles, respectively, included 
empirical studies (n=47, 41, 32 articles), reviews 
(n=3, 1, 12 articles), reports (n=6, 4, 6 articles), and 
1 commentary (question 3). Methods employed 
across questions 1, 2, and 3, respectively, included 
randomised trials (n=8, 10, 4 studies), programme 
evaluations (n=15, 17, 17 studies), qualitative studies 
(n=17, 12, 12 studies), mixed methods (n=3, 3, 3 
studies), longitudinal analyses (n=7, 4, 4 studies), and 
systematic reviews (n=3, 1, 7 studies). Question 1 also 
included 2 cross-sectional studies and 1 pilot study.
Main findings
Literature synthesis by research 
question
A first round of synthesis by research question 
distilled information from the literature into 
tables and coded it in EPPI Reviewer by context, 
intervention, mechanism, outcome, and evidence of 
relevance to the theory statements. Identification 
of interventions at this level was focused on the 
key area of each research question: 1) treatment, 
2) integration, and 3) models of care. Mechanisms 
identified at this level were those examined or 
referenced in the literature as related to results 
specific to these interventions. It was found that the 
mechanisms that surfaced were often aligned with 
the theory statements identified by the knowledge 
users. This first level of organisation of mechanisms 
therefore focused on the theory statements, allowing 
also for other mechanisms not aligned with these to 
be identified. 
The review, extraction, sorting, iterative review, and 
distillation of the literature by research questions 
and each article’s CMOs and theory alignment 
became a critical step in moving from the content of 
the literature to recognition of CMO patterns. The 
articles aligned with the research questions in these 
content areas and subdivided by types of contexts, 
interventions, mechanisms, outcomes, and theories 
are located in Appendices 7, 8, and 9. Articles aligned 
with each theory statement are found in Appendix 
6. The complete results of the first level of synthesis 
by research question, including details about the 
contexts found in the literature, which are not 
included in this summary by research question, are 
located in Appendices 10, 11, and 12. 
Research question 1: What interventions 
improve treatment and personal functioning 
outcomes for people with dual diagnosis of 
addiction and mental health problems and in 
what circumstances do they work?
Research question 1 focuses on optimum treatments 
and individual outcomes. The sub-questions 
identified by knowledge users identified nuances 
related to multiple levels of integration, and by 
theory statement. At the policy level, factors 
include resources required to implement integrative 
structures, the infrastructure needed, and other 
specific issues like prison policy. Organisational 
factors include interagency collaboration, staffing, 
continuum of care, hours of operation, and 
availability by region. Specific treatment questions 
were related to types of treatment, tailored 
treatments, and medication. There were also 
questions about more community or bottom-up 
approaches. Individual factors include age groups to 
be explored and the role of families in treatment.
Interventions
The literature identified six different interventions 
that improve treatment and personal functioning for 
individuals with a dual diagnosis. These interventions 
are cognitive behavioural therapy (CBT) (4, 5, 9, 11, 
17, 22, 27, 29), intensive case management (ICM) (6), 
day treatment centres and residential programmes 
(2, 3, 7, 10, 12, 18, 23), dialectical behaviour therapy 
(DBT) (8), Integrated Dual Disorder Treatment (IDDT) 
(14, 15, 25), and general interventions that occurred 
in the outpatient or primary care setting (1, 13, 
16, 24). Details about the studies examining these 
interventions are located in Appendix 10. Additional 
information about treatment interventions across all 
of the literature can be found in Appendix 13. 
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Mechanisms
The mechanisms identified at this level were 
organised around training (11, 13, 25, 120); 
coordination of mental health, substance use, and 
primary care (2, 4, 6, 12, 13, 27); care tailored to 
individual needs (2, 3, 5, 6, 7, 11, 22); client–provider 
relationships (10, 11, 12, 125, 130); holistic approach 
(housing and whole-person support) (10, 19, 23, 
28); peer support (8, 9); and other cross-cutting 
mechanisms. Additional barriers – including stress 
and stressful life events, serious physical illness, 
unemployment, complex multiple drug use, and 
unescorted leave (25, 120, 121, 122) – and enablers of 
recovery – including comprehensive programmes 
with medication (123), retention in treatment 
programmes (9, 29), supportive care environment, 
client motivation, and incentives such as parole 
requirements and pay-for-clean-urine-supported 
recovery – were identified. Because retention in 
treatment programmes was associated with better 
outcomes, mechanisms that promote consistent 
participation over time have high leverage for 
recovery. 
Outcomes
High-level treatment and individual outcome themes 
that emerged in the sense-making process were as 
follows:
 » Tailoring to individual needs is crucial.
 » Outcomes align with the type of treatment 
implemented.
 » Adaptability in the service delivery is needed.
 » Programme modifications need to be made to 
address the issues that might be pressing at 
different times.
 » Meeting people where they are is necessary.
 » Brief treatment can be helpful – particularly with 
alcohol.
 » Individual motivation and commitment is 
important.
 » A Relationship (trust) between client and provider 
is beneficial.
 » Technology may be helpful (web-based modules, 
telephonic support).
Review of treatment and individual outcomes from 
research question 1 revealed several patterns. The 
mechanism of participation in treatment is important 
(95, 98). Across various treatment approaches, 
treatment engagement had a constant association 
with recovery. Across the studies, engagement in 
treatment was enhanced when family members were 
involved (93, 94, 97, 149). The importance of hope 
repeatedly surfaced both in various approaches 
from family members and with the use of peers (112). 
Peer support was also associated with recovery, 
empowerment, and self-efficacy (110, 111, 113).
Other outcomes from the literature that may prove 
helpful in evidence-based programme development 
include the following:
 » Dual diagnosis programmes are associated with 
improved treatment engagement, mental health, 
and family cohesion, and reductions in mood 
disorders and craving alcohol and drugs (93, 123).
 » Brief interventions are associated with reductions 
in drinking (22).
 » Regular short outpatient group interventions can 
improve functioning (27).
 » A recovery model is associated with increased 
confidence (130).
 » Participation in a modified therapeutic recovery 
decreases hospitalisation and increases 
employment (3, 114).
Research question 2: What aspects of 
integrative programmes for the treatment of 
co-occurring substance use and mental health 
problems trigger positive system outcomes 
and in what circumstances do these outcomes 
occur?
This research question focuses on the characteristics 
of efforts to integrate mental health and substance 
use programmes or services that led to success 
across service systems. Knowledge users in Ireland 
described six dual diagnosis programmes in different 
communities (Waterford, Limerick, Cork, Clondalkin, 
Kilkenny, and Dublin) that engaged in locally driven 
integration efforts across the drug and alcohol task 
forces, mental health or psychiatric services,  
and/or a Recovery College. Knowledge users 
specifically identified local initiative and 
professional risk-taking, training and cross-training, 
communication and record sharing, developing a 
shared language across providers, breaking down 
professional prejudices and institutional barriers, 
co-production of programmes and treatment plans 
with service users, and fully integrating peers. Some 
of the frustrations experienced included budget 
constraints, lack of recognition of locally successful 
efforts, bureaucratic delays, insufficient community-
31Treatment services for people with co-occurring substance use and mental health problems . A rapid realist synthesis
based resources, and challenges with general 
practitioners. The literature addressed many of these 
examples and identified additional mechanisms 
relevant to systems change (see Appendix 8 for 
details). 
Interventions
The intervention at this question level was 
integration. At the treatment level in these articles, 
integration primarily addressed the addition of one 
treatment to another treatment, incorporation of 
an approach into a new environment, or developing 
skills of a provider to identify and potentially address 
mental health and substance use treatment needs. 
Treatments implemented included integrated 
CBT (33, 39), 12-step facilitation (33), acceptance 
and commitment therapy (134), computer-based 
alcohol brief interventions in emergency rooms (43), 
contingency management (CM) (45), mindfulness-
oriented recovery enhancement (37), modified 
therapeutic community in prison (41), outpatient (54), 
Double Trouble in Recovery (DTR) (47), inclusion of a 
drug liaison midwife in obstetric care (133), enhanced 
community-based psychiatric and substance use 
services (52), pharmacotherapy (132, 133, 135), and 
the Strengthening Families Programme prevention 
intervention, which was implemented by interagency 
collaboration in Ireland, showing effectiveness in 
reducing substance use (138).
Mechanisms
Efforts to integrate traditionally and institutionally 
separated services, including physical health, mental 
health, substance use, and community support 
services, surface the organisational, educational, 
attitudinal, philosophical, and other factors that 
define each silo. The mechanisms that define these 
silos and those that facilitate the building of bridges 
between silos provide insight into the implementation 
factors relevant to successful and sustainable 
integration. 
Mechanisms identified in these articles were 
integration characteristics (30, 31, 34, 42, 51, 55); 
provider and staff training and motivation (30, 31, 34, 
35, 36, 38, 39, 42, 55); recovery self-management, 
empowerment, and motivation (31, 32, 33, 41, 47, 50, 
106, 131); programme and treatment characteristics 
(32, 40, 41, 45, 46, 50, 51, 52, 131, 134); care 
tailored to individual needs (46, 50, 54, 136); client 
characteristics (33, 34, 49, 138); continuity of care 
and transition navigation (42, 59, 136, 137); local and 
cultural adaptation and implementation (35, 55, 59, 
138); collaboration and coordination (36, 48, 138); 
organisational and systems change (36, 44, 55, 56, 
57); resources (36, 38, 56, 57, 60); holistic whole-
person support (37, 47, 50, 51, 53, 60, 137); peer 
support (109, 118); positive environment, orientation, 
and relationships as recovery facilitators (37, 49, 53); 
access to care (53, 60, 135, 137); and co-production 
(99, 101, 151, 153). 
Outcomes
Outcomes of integrating programmes and services 
generally fell into the following categories:
 » Engagement with treatment improved and access-
to-care barriers decreased, which can lead to 
better client outcomes.
 » Improvements in treatment outcomes occurred, 
but integration of services does not necessarily 
improve both mental health and substance use 
outcomes. Treatments may not have addressed all 
care needs of individuals as efforts were focused 
on integration.
 » Integration improves linkage between programmes 
and services and continuity of care, reduces 
treatment gaps, and promotes socioeconomic 
stability addressing housing, employment, and 
other community needs.
 » Greater valuing of integration by staff and comfort 
and skill with mental health and substance use 
needs can improve outcomes.
 » Organisational factors such as leadership, 
resources, climate, accreditation, and public 
funding improves the likelihood of coordination of 
services.
 » Policies, fiscal constraints, and treatment 
philosophies affect decisions regarding integration 
of services.
 » Monitoring and addressing quality can impact 
outcomes, including mortality.
 » Organisations can improve capability for 
integration with technical assistance and 
implementation support.
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Research question 3: What existing models of 
care for adults with co-occurring substance 
use and mental health problems lead to 
positive treatment outcomes and successful 
service integration?
There are several identified models of care for 
delivering more than one type of service, particularly 
for integration of mental health and primary care. 
Three broad treatment models are 1) parallel, where 
services are delivered simultaneously by different 
providers; 2) sequential, where one treatment follows 
the other; and 3) integrated, where treatments are 
delivered together by an integrated treatment team 
(70). An Australian evidence review, published in 
2015 (NSW Ministry of Health, 2015), summarised the 
limited literature on models of care for dual diagnosis 
and makes recommendations for implementation 
at the intake, treatment, workforce, discharge, and 
evaluation levels. 
In any of these models, implementation may differ 
according to staffing, shared client records, payment, 
collaborative activities, etc. Different types of issues 
and challenges arise with each, such as lack of 
coordination of treatment in parallel models; lack of 
treatment of one condition while the other is treated 
in sequential models; and challenges with payment 
in integrated models when infrastructure does not 
support billing needs. Other models of care that may 
intersect with these include referral, stepped care, 
early intervention, chronic disease models that have 
a continuum of care, and location-based models 
including residential, community care, office-based, 
or non-office-based.
Interventions
The interventions identified in the literature reviewed 
for this question included IDDT (63, 71), assertive 
community treatment (74), a framework for helping 
homeless individuals with co-occurring disorders (61), 
health and mental/behavioural health integration 
approaches (75, 76, 77, 139), health homes for treating 
opioid use disorders that integrate medical and 
other behavioural healthcare (82), an integrated 
mental health services programme conducted in 
collaboration with insurers in Germany (86), long-
term continuing care for alcohol use disorder (65), 
chronic care model (69), opioid inpatient treatment 
with six months of aftercare (147), residential 
substance use treatment (81), residential integrated 
treatment for dual diagnosis (85), integration of peer 
support in a residential setting (87, 115), home-based 
counselling for alcohol problems by non-specialists 
as part of a collaborative care model (66), mental 
health crisis response home treatment (CRHT) (142), 
integrated treatment including trauma treatment 
(72, 73), patient-centred, recovery-oriented, and 
trauma-informed services within a biopsychosocial 
framework (88), technology-based treatment (79, 
92, 141), integration of motivational interviewing (MI) 
and CBT for psychosis and substance misuse (80), 
integrated services primary and specialty service 
models in rural communities (84), integrated alcohol 
treatment strategies (89), harm reduction (90), DTR 
(91), methadone treatment models and settings (144, 
146, 148), recovery models (143, 145), early detection 
of psychosis in primary care (140), an integrated 
model of care within local youth alcohol services 
to detect and manage co-occurring mental health 
issues (64), integrated, multidisciplinary systems of 
care to ensure adequate treatment and continuity 
of care for children, youth, and young adults (62), 
and expansion of individual provider treatment 
capabilities for mental health and substance use (83).
Mechanisms
Mechanisms identified in these articles included 
integration characteristics (61, 67, 70, 77, 80, 88, 
89, 139); provider and staff training and motivation 
(63, 64, 67, 68, 88, 143); programme and treatment 
characteristics (61, 64, 65, 72, 78, 92, 147); local and 
cultural adaptation and implementation (84, 148); 
collaboration and coordination (62, 64, 66, 79); policy 
(61, 68, 82); resources (67, 77, 79); organisational and 
systems change (62, 64, 67, 68, 69, 74, 75, 79, 87, 143); 
holistic whole-person support (61, 71, 73, 74, 76, 145, 
148); positive, hopeful culture and environment (71, 
90, 143, 144, 145, 146, 148); individualised treatment 
(63, 76, 78, 86); communication and information 
sharing and flow (69, 70, 77, 142, 146); harm reduction 
(63, 73, 90, 146); adverse childhood experiences and 
trauma treatment (62, 72, 73); continuity of care and 
transition navigation (61, 65, 68, 77, 142, 152); access to 
care (62, 66, 142); supportive provider relationships 
(61, 63, 148); peer support (87, 91, 115, 116, 117, 142); 
stigma and stigma reduction (70, 90, 140, 145, 150); 
and co-production (100, 102, 140, 145, 150). 
Outcomes
One key theme that emerged was the comprehensive 
nature of whole-systems change to support 
integrated models of care across policy; systems 
infrastructure; organisational change; ongoing training 
and support for staff; coordination and collaboration 
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among services and staff; mutual respect 
across services; leadership; communication and 
information-sharing structures; payment alignment; 
treatment integration; and support for a continuity of 
care to minimise breaks in treatment resulting from 
care transition failures.
Another key theme was related to philosophies of 
care and recovery, as they are affected by stigma, 
values, and attitudes. These were most relevant 
when shifting towards a recovery-oriented and harm 
reduction approach that required a shift in mindset 
from ‘cure’ to ‘care’ in the treatment model. Positive 
recognition of clients as partners in treatment 
also requires a shift from stigmatising beliefs, 
with improved results for positive environments, 
recognition of potentially harmful environments, 
positive interpersonal relationships, support for the 
whole person, and peer support that strengthens 
self-worth. Positive encounters furthered early and 
continued treatment engagement, an important 
predictor of positive long-term treatment outcomes. 
For individuals, treatment tailored to individual 
needs, strengths and weaknesses; motivation; 
and recovery self-management were important 
mechanisms.
CMO patterns for integration, 
access, and treatment outcomes 
After completing the first level of synthesis and 
reviewing the results, it became clear upon 
discussion that the reasoning component of 
mechanisms, or, stated another way, the essential 
nature of mechanisms described in the realist 
literature as the unobservable causal force 
(Westhorp, 2018), was not fully extracted in the 
first level of synthesis. The mechanisms identified 
therefore only partially answer the ‘why does it work 
in these conditions’ question and are largely at the 
level of resources. For example, training is identified 
as a mechanism because it was identified as essential 
to integration. As such, training is a resource, but 
implementing training in an environment with 
the best of intentions does not make it effective. 
At the same time, training may move the needle 
on progress, but what is at play when it does so 
successfully? There is, however, some identification 
of reasoning, of what makes these resources 
effective. There is reference to hope, changed 
mindsets, mutual respect, recognition of expertise in 
others, self-worth, motivation, and other concepts 
that hint at reasoning and hidden forces that are not 
at the level of the intervention but may be caused by 
it or may trigger its success.
To draw out these concepts of reasoning and begin 
to understand their relationships to the resources 
identified in the first round, additional sense-
making through meetings among the reviewers 
and synthesisers, and a second level of synthesis, 
drew out and grouped concepts to better identify 
relationships relevant to achieving positive outcomes 
in various contexts. In line with Williams’s (2018) 
description of mechanistic thinking, the following 
results presented attempt to move beyond a 
descriptive explanation and to explore the reasoning 
and reaction mechanisms present in the literature 
reviewed. Arriving at this level of comprehension 
for the chains of inference identified across the 151 
articles required the research team to conceptually 
group the 10 theory statements into three theory 
areas, which became the final unit of analysis for the 
synthesis (see Dalkin et al., 2015). 
The three groupings of theories ultimately related 
to integration, access, and individual and family 
treatment outcomes. These three outcome areas 
distil essential components of the three research 
questions, which address, in reverse order, 1) the 
conditions that affect individual treatment outcomes; 
2) characteristics of integrative programmes that 
yield positive system outcomes (distilled into access 
here); and 3) successful integrated models of care. 
The outcome areas are discussed below in reverse 
order of the research questions, beginning first 
with the broader view of integration, followed by 
access, and then treatment, which is nested within 
integrated and accessible service conditions. Each 
of the three outcome areas is associated with a 
different context. Although there are broad contexts 
represented across the reviewed literature, as 
detailed in Appendices 7, 8, 9, 10, 11, and 12, the 
context at the level of the service system was a 
unifying element for examining CMO patterns. The 
mechanisms for improved integration are associated 
with the provider context. The context for the access 
mechanisms is the systems of mental health and 
substance use services. The context for individual 
and family outcomes is the care setting. The findings 
of this second round are presented here, organised 
by outcome area. 
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Each outcome area is accompanied with a diagram 
to visually display the alignment of each grouping 
of theory statements with their contexts and the 
connections between mechanisms (reasoning and 
resources) and outcomes. In each diagram (Figures 
6–8), chains of inference are presented in yellow 
font and arrows represent relationships among the 
chains of inference and associated outcomes. Each 
chain of inference is accompanied by a box that 
contains examples from the literature relevant to that 
chain. For example, wet housing (non-abstinence-
based congregate housing that allows alcohol use) 
discussed in the literature demonstrates flexibility 
in contrast to sober housing (abstinence-based) by 
admitting an alternate conceptualisation of recovery 
housing (see Figure 8). 
Not all possible relationships are shown in the 
diagrams, and the syntheses aligning and configuring 
these relationships drew on the focus of the original 
research questions, which sought both identification 
of models and effective strategies, and the conditions 
relevant to their effectiveness. Although these 
analyses draw on Dalkin et al.’s (2015) model and 
the concepts of reasoning and resources, they do 
not exclude the possibility of other constructs of 
mechanism identified by Westhorp (2018). When 
determining whether a chain of inference is a 
mechanism, context, or outcome, as Westhorp (2018) 
notes, a concept such as self-esteem is a CMO, 
depending on circumstances. For the current study, 
context was considered to be the environment for 
integrating or providing integrated mental health 
and substance use services. Therefore, chains 
of inference identified as mechanisms are those 
relevant to affecting context and outcome relevant to 
those environments. 
Although each figure admittedly represents a 
complex series of relationships, we also set forth 
that there are exogenous relationships perhaps 
between and within each figure. Indeed, in the ‘real 
world’ of programmes, policy, and practice, there are 
likely arrows that could theoretically connect each 
of the three figures together. However, to aid in the 
interpretation of the findings of this study, each figure 
should be seen as standing on its own. Additionally, 
the results presented within this section do not 
draw conclusions of causality; rather they infer 
relationships that should be taken into consideration 
in efforts that seek to enable access to integrated 
service delivery to improve outcomes for individuals 
with co-occurring mental health and substance use 
issues.
Improved integration
Four of the theories developed with the knowledge 
users describe components of integration: 
2) Integrated treatment requires training and 
cross-training of substance use and mental 
health services providers at multiple levels.
6) A knowledge of local efforts already in place 
and co-production with service providers and 
individuals with lived experience is needed 
to develop practice-informed strategies 
and policies that take known facilitators and 
implementation challenges into consideration.
7) Resources (financial and otherwise) must 
accompany strategy and policy to enable 
integration and improve service delivery and 
individual outcomes.
9) A holistic model to mental health is needed to 
improve mental health outcomes, particularly 
among individuals with co-occurring mental 
health and substance use disorders.
Context
In the reviewed literature, integration played out 
across a range of service settings and in a variety of 
combinations across service sectors and provider 
types. Research settings spanned rural and urban, 
inpatient, outpatient, and community based. 
It included implementation of fully integrated 
programmes and models of care, integration across 
service locations and provider types, integration of 
provider types on-site into existing service lines, and 
integration through shared treatment plans. 
CMO patterns relating to integration were found 
in those instances that related to service provision 
– more specifically, in the context of providers 
collaborating across service systems, such as mental 
health and substance use outpatient clinics or 
mental health and primary care, and in the context 
of a diversity of provider types with different clinical 
backgrounds and training. 
Figure 6 illustrates the reasoning and resource 
patterns identified in the literature that addressed 
integration in these above-mentioned contexts. 
The first column lists the theory statements related 
to integration, and the middle box differentiates 
reasoning from resource and identifies some 
of the patterns of relationship between these. 
The intermediate outcomes refer to conditions 
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Mechanism: training + culture of hope and staff 
confidence/readiness
When training and cross-training (resource) of mental 
health, substance use, and primary healthcare 
providers is introduced, a culture of hope and 
staff confidence/readiness (reasonings) appear 
to act as catalysts to the training efforts leading 
to intermediary outcomes, such as improvements 
in screening and referral processes, coordination 
of care, and philosophical alignment across 
organisations (intermediate outcome), resulting in 
better integrated service delivery (outcome).
 Ayano et al. (30) found that the effectiveness of 
mental health training for primary healthcare 
workers is crucial for successful integration 
of mental health into general healthcare, as 
it serves to improve staff confidence and 
readiness (resource) as well as attitudes 
(resource), which play a role in the success 
of integrated care and treatment of mental, 
neurologic, and substance use disorders into 
the existing general healthcare services. 
 Lubman et al. (64) found that embedding 
mental health clinicians within service sites 
to facilitate mentorship and work alongside 
substance use service providers to carry out 
screening and intervention with actual clients 
further enhanced the confidence and skills 
of the staff involved and encouraged active 
ownership of the initiative. 
 Roussy et al. (99) found that consumer-led 
training had more impact on staff readiness 
and enthusiasm to address the needs of a 
dual diagnosis population compared to a 
traditional clinician-led training due to the 
personal stories shared by individuals with lived 
experience. 
Mechanism: training + empowering collaborative 
climate
Furthermore, when training takes place in an 
empowering collaborative environment in which 
all members have influence and the knowledge of 
individuals with lived experience is valued (resource), 
provider understanding of dual diagnosis and 
provider confidence to address client needs are 
enhanced. This appears to further contribute to and 
enable a culture of hope and confidence among 
providers of integrated services. 
Roussy et al. (99) found that a training 
developed and delivered by individuals with 
lived experience proved to be more impactful 
for healthcare workers in improving their 
understanding of dual diagnosis than traditional 
clinician-to-clinician training. 
Mechanism: organisational and financial resources 
+ empowering collaborative climate and culture of 
hope
At the core, financial resources are needed to 
support efforts of integration, be they trainings, 
hiring staff, or ensuring reimbursement allowances. 
The literature reviewed provided insight into 
additional resources that, when accompanied by an 
empowering collaborative climate and a culture of 
hope, enable integration. These include institutional 
support by way of organisational policy, regulations, 
or incentives (11, 36); staff (12, 13); leadership (56); staff 
mentorship and supervision (38); and information and 
communication technologies (25). 
 Clark et al. (36) explored factors of programme 
collaboration and found that policy (laws, 
regulations, administrative actions, or 
incentives) played a significant role in 
facilitating or impeding collaboration.
These resources appear to be associated with an 
empowering collaborative climate (reasoning) in 
which formal partnerships between providers and 
across organisations form and open and honest 
dialogue takes place in support of developing a 
common language and understanding across service 
sectors (resource). 
 Guerrero et al. (57) found that ‘programs 
with higher motivational readiness and an 
organizational climate supportive of change 
were more likely to coordinate with mental 
health and public health care’ and that ‘leaders 
can have a direct influence on developing 
motivation and a climate of change in 
organizations and service teams’. 
 Clark et al. (36) found that the formality of 
the partnership influenced the structure 
of the collaboration and that the strongest 
collaborations included the primary health 
service provider as the referring organisation 
or the organisation receiving a referral.
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Mechanism: organisational and financial resources 
and common language + empowering collaborative 
climate
When these organisational and financial resources 
align with proposed strategies and policies, and a 
common language coexists, intermediary outcomes, 
such as unified case management, coordination of 
care, and shared treatment plans, are more likely 
to result and enable better integration of services 
(outcome) for individuals with co-occurring mental 
health and substance use issues.
 Markoff et al. (48) found that openly and 
respectfully discussing differences from the 
outset allows organisations to develop a 
common language and respectfully address 
potential barriers to individual and system level 
change.
Mechanism: leadership + staff confidence/readiness 
and empowering collaborative climate
Leadership served as a factor relevant to integration 
in the literature reviewed, particularly as it relates 
to an empowering collaborative climate and staff 
confidence/readiness to implement changes and 
provide integrated care. 
 Guerrero et al. (56) found that in circumstances 
where leaders encouraged staff to engage in 
dialogue about what was and was not working 
and to think creatively about how to work 
with clients with co-occurring disorders, 
staff enthusiasm for implementing changes 
necessary to provide integrated care was 
increased. 
 Blakely and Dziadosz (25) found that leadership 
would be better defined, as it pertains to 
supporting implementation of integrated 
treatment programmes, as the entire 
organisation’s management and supervisory 
staff understanding, being committed, and 
persistently reinforcing the implementation of 
the treatment model.
 Lubman et al. (64) found that full support of 
leadership to drive an integrated agenda is 
central to successful capacity-building and 
training initiatives.
Furthermore, supportive leadership is associated 
with other resource mechanisms such as 
organisational and financial resources like 
institutional support and reimbursement allowances. 
Guerrero et al. (56) found that supporting 
leadership behaviours was important among 
programme directors to be able to address 
financial and organisational issues, such as 
programme licensure, funding, and staffing 
to deliver integrated co-occurring disorder 
treatment in specialty settings.
Improved access to dual diagnosis services
Three of the theories were related to the thematic 
area of improved access to dual diagnosis services: 
1) Integration of existing services, particularly 
community-based services, supports access to 
care and minimises barriers faced with creation 
of new service lines.
3) Improved coordination between providers 
(substance use, mental health, and primary 
care) will break down administrative silos and 
improve access to timely diagnosis, care, and 
treatment. 
4) Services must be tailored to the local context 
and the individual’s needs and circumstances 
to be most effective. 
CMO patterns relating to access were found in 
19 of the 151 papers reviewed. Context, in these 
instances, is related to organisations in transition, 
effectively community mental health and substance 
use organisations seeking to collaborate or partner 
with providers of dissimilar services. Drawing from 
the organisational behaviour literature, the reasoning 
component of mechanism refers to group dynamics, 
leadership, norms, culture, etc. – essentially how 
an organisation ‘thinks’. Three main CMO patterns 
emerged: 
1) In the context of community mental health 
and substance use organisations seeking 
to collaborate or partner with providers of 
dissimilar services, staff knowledge, skills, 
and abilities, or changes in staff attitudes 
(reasoning) related to training (resource), are 
associated with increases in direct access to 
services or evidence of access such as prompt 
diagnosis, increases in organisation capacity 
to provide co-occurring disorder services, 
and signs of increased coordination and 
collaboration (outcome). 
2) In the context of community mental health 
and substance use organisations seeking 
to collaborate or partner with providers of 
dissimilar services, staff enthusiasm for change, 
trust, and the realisation that they do not 
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have to be knowledgeable of all aspects of 
care (reasoning) in relation to staff inclusion 
in implementing evidence-based services, 
co-production of services by providers and 
consumers, and organisational partners skilfully 
negotiating power and knowledge (resources) 
are associated with increased chances for 
successful systems change and integration of 
co-occurring disorder treatment processes 
(outcome).
3) In the context of community mental health 
and substance use organisations seeking 
to collaborate or partner with providers 
of dissimilar services, staff adoption of a 
client-centred approach and increases in 
staff kindness towards patients (reasoning), 
combined with the act of integration as a 
resource, are associated with increased 
patient engagement and improved treatment 
(outcome).
The three main patterns, followed by additional 
patterns that were not observed as frequently in the 
literature, are detailed in Figure 7. This is followed 
by a description of the literature where the patterns 
appeared by mechanism type.
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Mechanism: training + multiple changes in reasoning
Eight of the 151 articles reviewed for this rapid 
synthesis uncovered mechanisms including some 
type of change in staff reasoning, knowledge, or 
belief (reasoning) related to training (resource). 
Three described a combination of training and 
increases in staff skills. Lubman et al. (64) described 
an initiative in Victoria, Australia, which focused 
on improving detection and management of co-
occurring mental health issues within the youth 
alcohol and drug involved sector (C). Embedded 
clinical psychologists provided training (M) and then 
support and coaching over a 12-month period. 
A follow-up evaluation showed staff increases in 
knowledge, skills, and confidence (M), although four 
team members dropped out of the training due 
to lack of time, lack of confidence in being able to 
deliver a brief intervention, and inconsistencies with 
their theoretical orientations towards treatment 
and the intervention. Associated with the training 
and consequent increases in knowledge, skills, and 
confidence, the researchers reported increases 
in mental health screenings and successful 
management of youth with co-occurring disorders 
(O). Ayano et al. (30) described an intervention 
in Ethiopia to integrate mental health training (M) 
into primary care practices (C) that increased staff 
knowledge, attitudes, and practice (M), which was 
associated with implied increases in success of 
integrating care and treatment (O). 
Other articles described multiple changes in staff or 
organisational reasoning related to training (resource): 
four papers described training being associated with 
increases in staff beliefs that patients can recover, 
staff adoption of a client-centred approach, or staff’s 
better understanding of dual diagnosis (M) (11, 99, 
130, 143). These mechanisms were associated with 
outcomes that included increases in staff ability to 
work in a recovery-oriented way (143), increases in 
the quality of experience for clients and families 
(130), and improved treatment, all of which might 
support improved access to integrated services. 
Three papers referenced training in combination 
with organisational culture or climate (M) (38, 
57, 82). These mechanisms were associated with 
outcomes including increased odds of mental health 
and substance use services being integrated (57), 
increases in co-occurring disorder capacity and 
early assessment (38), and increases in the ability to 
facilitate an integrated model of care (82). 
Mechanism: staff inclusion/co-production + 
multiple changes in reasoning
Three of the 151 papers described a broad 
mechanism of multiple changes in staff reasoning 
related to staff inclusion in the implementation 
of evidence-based practices, staff and consumer 
co-production of integrated services, or skilful 
organisation of organisational power, knowledge, 
and resources in the integration process (resource). 
Guerrero et al. (56) studied leadership in a random 
sample of 48 outpatient mental health programmes 
in low-income and racial and ethnic minority 
communities (C). They observed that when leaders 
encouraged staff to openly discuss working with 
clients with co-occurring disorders and to think 
creatively about how to work with them, staff 
enthusiasm for implementing changes necessary 
to provide integrated care increased (M), and this 
was associated with greater implementation of co-
occurring disorder treatment processes (O).
Markoff et al. (48) described the implementation 
of a relational systems change model to support 
integrated delivery of trauma-informed services for 
women with co-occurring substance use and mental 
health disorders (C). Staff and consumer inclusion in 
the integration of substance use and mental health 
services (and openly and respectfully discussing 
differences from the outset) combined with a staff 
realisation that they did not have to be experts in 
all services but rather have a working knowledge of 
different services to support warm hand-offs (M) was 
associated with fostering agency, community, and 
State-level service integration (O). 
Somewhat related to the mechanism described 
above, Fitzpatrick et al. (84) studied the integration of 
services in rural areas (C). They observed that when 
organisational partners skilfully exercised resources, 
power, and knowledge, trust was built across 
partnering organisations (M). This was associated with 
sustainable linkages between general practice and 
community mental health providers (O).
Mechanism: integration + multiple changes in 
reasoning
Two papers of the 151 analysed described changes in 
staff reasoning related to the act of integration as a 
resource. Padgett et al. (53) studied engagement in 
mental health and substance abuse treatment with 
39 formerly homeless individuals (C). They saw that 
where mental health and substance use services 
were integrated and staff showed kindness to clients 
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(in combination with pleasant surroundings and the 
promise of housing) (M), clients were more likely to be 
engaged in treatment (O). In focus groups with staff 
considered experts in working with clients with co-
occurring disorders (C), Carey et al. (11) discovered 
that integration of mental health and substance 
abuse services facilitated staff adoption of a client-
centred approach (M), characterised by the quote, 
‘Don’t fix me – listen to me’. They described that this 
was associated with improved client treatment.
Other mechanisms
Several other mechanisms were identified in the 
151 papers analysed that are worth citing but which 
did not necessarily contribute to a pattern across 
multiple papers. Clark et al. (36) interviewed 40 
individuals at organisations primarily engaged in 
substance use, mental health, or HIV services 
(C). They discovered that primary care referrals 
to treatment are dependent on a treatment 
organisation’s organisational reputation for quality 
(M). When there is perceived quality by the referring 
organisation, there is more likely to be collaboration 
across organisations (O). A paper by Gotham et 
al. (38) qualitatively studied the capability of 14 
community providers of mental health and substance 
use services to provide services to clients with 
co-occurring disorders (C). They found that policy 
resources, such as public funding, accreditation, and 
formal guidance or technical assistance, combined 
with organisational readiness to change and a 
climate supportive of change (M), were associated 
with increased chances for coordination among 
agencies (O). Finally, Kulik and Shah (111) studied the 
effects of implementing a Breakfast Club model of 
peer support in East London (C). They found that 
implementing Breakfast Club (with greater emphasis 
on recovery-oriented aspects of treatment than 
medical aspects), combined with increases in staff 
and client satisfaction (M), resulted in an association 
with increased client attendance in their treatment 
(O).
Improved individual and family outcomes
This section focuses on the thematic area related to 
individual and family outcomes. The literature reveals 
a predominant relationship between individual and 
family outcomes and engagement in treatment (9, 10, 
23, 24, 27, 29, 123, 124, 128). The theories related to 
individual and family outcomes (see Appendix 5 for 
the complete list of reviewed literature) are: 
5) Including service users and families in service 
and care decisions results in better outcomes 
for individuals and their families.
8) When treatment takes a holistic view and 
includes housing and social supports, individual 
outcomes are improved.
10) Peer support facilitates recovery and positive 
outcomes for individuals with co-occurring 
mental health and substance use disorders.
Each of these theories represents interventions that 
are associated with engagement in treatment and 
subsequently individual and family outcomes. 
Context
The context for these interventions is the care 
setting. The literature review process included a 
second round of articles that focused specifically 
on including service users and families and peer 
support; therefore, there are at least 10 reviewed 
articles related to these two interventions in addition 
to their presence in the overall literature reviewed. 
Taking a holistic view is found throughout both the 
first and second rounds of the literature review. 
Including service users and families is referenced 
in various settings. Examples include: behavioural 
treatment for alcohol dependence (93); adult mental 
health care (94); family preservation in a rural setting 
(95); and treatment for co-occurring disorders (100). 
Taking a holistic view is identified as important in 
multiple settings. A few contexts include: housing (10), 
prison diversion (28), and supportive employment 
(13). Peer support is examined in the literature in a 
residential veterans’ programme (110), a Breakfast 
Club (111), community-based support for people with 
severe mental illness (112), hard-to-reach populations 
(116), and other contexts. Taken together these 
interventions are associated with numerous care 
settings.
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Mechanisms
Rather than a single or even multiple CMO patterns, 
the literature reveals a complex, multifaceted 
portfolio of interrelated parts of a system (see 
Figure 8). Five resources (favourable attitude 
towards recovery, social support, self-management 
behaviours, socioeconomic stability, and incentives) 
are identified in the literature that are closely 
associated with engagement in treatment. There 
is evidence in the literature that these resources 
are triggered by trust, flexibility, and hope, and are 
inhibited by numerous underlying barriers. Figure 8 
presents these findings associated with individual and 
family outcomes.
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Resources
Illustrations of these five resources were seen 
in the literature. When clients have a favourable 
attitude towards recovery, they are more likely to 
engage in treatment. Client motivation is frequently 
referenced in the literature (17, 18, 24, 29, 130). 
Client motivation is triggered by trust, flexibility in 
treatment programmes, and hope. It is also affected 
by barriers such as anger, lack of resources, and 
being part of a substance-using network. Being in 
an environment in which recovery is supported 
by various social supports, such as supportive 
networks, peers, providers, and family members, 
is associated with engagement in treatment (8, 
9, 10, 12, 23, 28, 96). Including families and peer 
support contributes to creating social support. 
Clients are better able to engage in treatment when 
they have positive self-management behaviours. 
Examples of self-management behaviours include 
coping skills, mindfulness, managing emotions, and 
managing drug-related slips (8, 9, 31, 33, 41, 47, 50, 
131). Engagement in treatment is more likely when 
clients experience socioeconomic stability in their 
lives. Stability in the basic needs of housing, food, 
and employment is important (10, 23, 41, 47, 50, 
53, 54, 60, 115, 137). A holistic view of the client and 
the treatment includes addressing stability issues. 
Addressing stability creates a positive reinforcing 
loop with hope, a favourable attitude towards 
recovery, and engagement in treatment. Incentives 
like parole requirement (29), escorted leave (120), and 
pay for clean urine (24) play a role in engagement in 
treatment. Incentives are more likely to be present in 
treatment environments where flexibility is present.
Reasoning (triggers): trust, flexibility, and hope
The key reasoning mechanisms that when fired 
can trigger individual and family outcomes in this 
literature are trust, flexibility, and hope. In the 
literature, acts of kindness, trust in providers and 
institutions, non-judgmental attitudes, mutually 
trusting relationships, and identification between 
peer worker and client were associated with trust 
(109, 114, 116, 117, 118). It was also noted that trust 
frequently is associated with peer mentors and is 
often established more rapidly with peers than with 
other providers. Flexibility in care programmes and 
approaches is important to recovery outcomes. 
Examples of flexibility in the literature include wet 
housing (10), consumer-centred treatment (2, 11), 
individualised care (22, 53), and co-production (101, 
106, 151, 153). Including service users and families, 
holistic approaches, and peers all support flexibility, 
which in turn is associated with favourable attitudes 
towards recovery and the creation of incentives 
for engagement in treatment. Hope is an important 
trigger for recovery (11, 12, 31, 32, 37, 49, 95, 125, 
130). It is built by including service users and 
families in care design and through peer support. 
It is reinforced by self-management behaviours 
and stability. Hope is strongly related to favourable 
attitudes towards recovery. It is also central in 
multiple positive reinforcing loops within the CMO 
patterns.
Reasoning barriers 
In addition to the reasoning mechanisms that can 
trigger the path to recovery, the literature reveals 
several barriers. Examples of these barriers include 
loneliness, isolation, anger, lack of resources, need 
for housing, unemployment, hunger, anxiety, stress, 
intense emotions, lack of self-efficacy, and more 
(8, 9, 10, 23, 25). These barriers can be overcome 
through effective interventions and are intertwined 
with the resources and reasoning mechanisms. They 
play important roles in having what is needed to 
engage in treatment.
Examples that illustrate CMO complexity
Chappell et al.’s article, ‘Effects of intensive family 
preservation services in rural Tennessee on parental 
hopefulness with families affected by substance use’ 
(95), describes a CMO pattern related to including 
service users and families (especially families) in 
treatment. In this case, building strong families 
is a flexible programme that instils hope. The 
strengthened family units are more confident in their 
ability to serve as a social support for the clients. 
This creates a favourable attitude towards recovery, 
triggering engagement in treatment and improved 
individual and family outcomes.
A complex CMO example is illustrated in Becker et 
al.’s article, ‘Supported employment for people with 
co-occurring disorders’ (23). Supported employment 
happens when a flexible, holistic approach to 
recovery is present. When clients can participate 
in employment that supports their recovery, they 
experience stability. This stability builds hope through 
confidence, empowerment, and social worth. The 
hope reinforces the favourable attitude towards 
recovery and engagement in treatment. Employment 
also overcomes many of the barriers to recovery 
45Treatment services for people with co-occurring substance use and mental health problems . A rapid realist synthesis
(loneliness, isolation, lack of resources, etc.). This 
pattern helps us see often unobserved mechanism 
relationships that underlie an intervention like taking 
a holistic approach.
Thomas and Salzer’s article, ‘Associations between 
the peer support relationship, service satisfaction 
and recovery-oriented outcomes: a correlational 
study’ (117), illustrates the CMO relationships related 
to peer support. In this case, peer support was 
incorporated in a flexible programme that was co-
designed with the client. Barriers to treatment were 
removed and self-management behaviours and 
stability were innovatively supported with ‘freedom 
funds’. These mechanisms triggered increased 
engagement in treatment.
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The three research questions focused on how 
integration works, effective models of care, and 
treatment and individual outcomes. By using a 
realist synthesis approach, the study drew on both 
the knowledge of real-world experience of service 
providers and service users with dual diagnosis 
services, and knowledge found in the research 
literature, with one informing the other in an iterative 
manner. Through question refinement and theory 
extraction, key themes relevant to implementation of 
integrated services, and in particular dual diagnosis 
services, emerged. As relevant information was 
extracted and synthesised from both sources, three 
predominant outcomes emerged from the synthesis 
related to integration, access, and treatment. These 
were critical components of the research questions, 
and this distillation facilitated drawing out both 
resources and reasoning, and their interrelationships 
in the three outcome areas. 
Several resource and reasoning mechanisms serve 
as enablers and barriers to successful integration 
of co-occurring mental health and substance 
use service delivery. Organisational and financial 
resources generally align with strategy and policy, 
but this alignment alone will not ensure successful 
integration. Provider belief that change is possible 
and enthusiasm for implementing these changes 
serve as catalysts for implementing the necessary 
changes that integrated care requires. Provider 
belief and enthusiasm are influenced by a variety of 
factors, such as the climate in which they operate, 
the organisational partnerships involved, and their 
confidence in their skills and abilities to implement 
new services or implement services differently in 
coordination with other providers. 
The literature paints a picture of a knowledgeable, 
integrated workforce that keeps the individual at 
the centre. One of the realist chains in this work 
linked common language, dialogue, competence, 
and confidence. Currently, there may be differences 
in the language used by substance use, behavioural, 
and social service providers and clients. A first 
step to integration may be the development of 
common language across all the different provider 
types, consumers, and families. This was a factor 
that was also pointed out in discussion with the 
knowledge users. Once there is a common language, 
stakeholders in the system can engage in true 
dialogue. Such dialogue, combined with training 
programmes, can result in integrated competencies. 
The final step in this realist chain is confidence on 
the parts of all involved in practice integration. 
Confidence for those who have co-occurring 
mental health and substance use disorders (SUDs) 
stems from having hope. Hope is an important 
mechanism for recovery and providers play an 
important role in building a culture of hope. The 
providers’ perceptions of the service users and 
their opportunities for recovery are important 
components of this mechanism. The relationship 
between the professional and/or peer provider and 
the service user is also a factor. Building a culture 
of hope is a material way to put the individual at the 
centre of the system.
Mechanisms related to access were found generally 
to be operating at the organisational or staff levels 
rather than at an individual level. For example, the 
predominant mechanisms identified related to staff 
changes in knowledge, skills, and attitudes associated 
with training; staff changes in thinking and reasoning 
associated with their inclusion and/or co-production 
of services for co-occurring disorders; and changes 
in staff reasoning associated with the process of 
organisational integration. Additional mechanisms 
were related to what one might consider changes 
in organisational reasoning, such as organisational 
climate and readiness to change. 
Discussion
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Each of the mechanisms identified related to access 
helped to explicate the three associated theory 
statements. The findings related to access helped 
to begin to unwind the complex story addressing 
the study’s second research question: What aspects 
of integrative programmes for the treatment of 
co-occurring substance use and mental health 
problems trigger positive system outcomes and 
in what circumstances do these outcomes occur? 
Based on the analysis, these aspects include, but are 
not limited to, changes in staff knowledge and skills 
associated with training that is, ideally, designed  
and/or delivered by individuals with lived experience, 
and organisational climates and readiness for change 
that facilitate successful integration of mental health 
and substance use services.
Interventions identified in the theory statements as 
important to access identify features of integration 
at the service, provider, and individual treatment 
levels: integration of community-based services, 
coordination between providers, breaking down 
administrative silos, and tailoring services to 
individual needs and circumstances. For integration 
to occur, conditions that support integration are 
needed. 
Aligning resources is one component of overcoming 
integration barriers. The funding infrastructure 
can be a barrier to integration. In Ireland, there 
are opportunities for financial incentives to be 
aligned to support integration. For example, overall 
payment for healthcare is designed so that the 
source and structure of payment for mental health 
services is different from that of substance use 
services. This complexity can create barriers to 
alignment. Related to this is the payment structure 
for general practitioners. The privatisation of 
components of the healthcare system and the per-
patient payment in the public system may create 
disincentives for general practitioners to care for 
complex and potentially time-consuming patients 
with co-occurring diagnosis. Integration will require 
both mental health and substance use support for 
those with dual diagnosis. Ireland has a shortage of 
access to psychologists, while simultaneously some 
psychologists are unable to find positions. Resources 
for integration refer not just to financial but also to 
human and other supports. 
Practical considerations from the study findings 
relate to their application in context, such as 
Ireland’s. While resources and their alignment at all 
levels are needed for integration, making resources 
available in and of themselves does not mean 
improved integration. Changes in resource availability 
may be most effective with an infrastructure, 
organisational climate, staff, and leadership able 
to embrace and promote integration. The study 
identifies mechanisms such as readiness, hope, 
belief that change is possible, shared vision, open 
communication, confidence and self-efficacy, among 
others, that potentiate integration. 
At the same time, the introduction of new resources 
– funds, knowledge, leadership, organisational 
change – affect climate, attitudes, and readiness. 
This effect can be positive or negative. The result 
of training, for example, is enhanced when staff are 
in a collaborative climate, have positive attitudes, 
feel confident about their skills, and have hope that 
change is possible. At the same time, training can 
initiate or enhance these attitudes in an iterative 
learning process. However, training conducted in 
an environment which is not ready to embrace 
change may result in disengagement and poor 
implementation. These findings align with studies of 
evidence-based practice implementation that define 
characteristics of leadership and organisational 
context, including leadership that is knowledgeable 
about the evidence-based practice, is proactive and 
anticipatory, supports others in implementation, and 
perseveres through challenges, and organisations 
with a strategic implementation climate (Aarons et 
al., 2014; Aarons et al., 2017).
The literature on individual and family outcomes 
which is related to interventions that include service 
users and families in treatment decisions, take a 
holistic view of treatment, and include peer support 
reveals important mechanisms for building an 
integrated system for individuals with co-occurring 
mental health and substance use diagnoses. A 
dominant theme is the importance of engagement in 
treatment for recovery. 
The conditions associated with engagement in 
treatment described in the literature paint a picture 
of a client who is embedded in a supportive social 
network, has mastered self-management behaviours, 
has stability in basic social and employment needs, 
and is motivated and has individualised incentives 
to engage in recovery treatment. The care system 
and the individual have worked together to establish 
a secure and stable environment that supports 
recovery. 
The literature also reveals three more difficult-to-
observe mechanisms that are part of this complex 
system: trust, flexibility, and hope. The treatment 
approaches explored in this literature (including 
service users and families, holistic view, and peer 
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support) lend themselves to triggering these 
mechanisms. Review of the detail of this literature 
creates a roadmap for the design of services 
that are most likely to trigger recovery. There are 
specific actions and orientations that contribute to 
trust. For example, creating an environment that is 
intentional about displaying simple acts of kindness 
will help build trust. Purposefully building flexibility 
into treatment through co-design will help build the 
conditions necessary for recovery. Building a culture 
of hope among providers, family, and clients through 
instilling confidence, self-esteem, and empowerment 
is critical to recovery.
While specific relationships have been illustrated 
in Figure 6,7 and 8, the results, the examples, and 
the discussion, it is important to take all of these 
interventions, reasonings, and resources into 
account. They illustrate a complex, multifaceted 
system. Also included in the system are several 
barriers to recovery, such as isolation, intense 
emotions, and lack of trust in institutions, that 
can trigger negative reinforcing loops away from 
treatment and recovery. Careful design of a system 
of care that uses the leverage of these mechanisms is 
more likely to create an environment of recovery.
These three areas, although examined separately, 
are each components of the system of care. There 
is substantial discussion in the literature about 
integrated systems of care and the need for whole-
systems change to support integration. Taken 
together, the literature emphasises that integration is 
not a single concept related to a specific treatment 
or relationship among providers, but rather a 
complex, multifaceted portfolio of interrelated parts 
of a system. 
‘Nothing about us without us’ and ‘don’t fix me – 
listen to me’ are quotes that are symbolic of the 
desires of clients to be a part of solutions. The 
opportunity to co-produce solutions at every level 
is important to service users and those in recovery. 
Collaboration, shared decision-making, and being 
equal partners in planning care are characteristics of 
co-production at the individual treatment level. But 
there are opportunities for co-production at every 
level in the system: policy, organisation, treatment, 
and individual. Leveraging the wisdom of lived 
experience can change systems and the people in 
them.
Strengths, limitations, and future 
research directions
As with any study, this rapid realist review has 
limitations that warrant discussion. By the 
methodological design of a rapid review, the research 
team did not have access to the time and resources 
allocated to a traditional systematic review designed 
to capture every published piece of evidence on 
a topic. Adding to a set of already broad research 
questions, the ‘rapid’ aspect of this review required 
the research team to devote attention to specific 
articles that could best answer the three research 
questions associated with the project. Accordingly, 
our synthesis of the literature is limited in the 
scope of what could be completed in a realistic 
timeline with limited resources associated with the 
project. While we believe that enough evidence was 
synthesised to appropriately answer each research 
question, our review may have excluded some 
relevant studies.
One of the strengths of the rapid realist review 
methodology, although also bound by time resources, 
is the extent to which the review is tailored to meet 
the needs of the knowledge users who stand to gain 
the most from the results of the synthesis. We believe 
that the research team’s approach to engaging 
not only the Health Research Board (HRB) but also 
various stakeholders in Ireland held high fidelity to 
the realist synthesis method. By providing their lived 
experiences and subject matter expertise, which 
in turn resulted in testable programme theories, it 
was truly the insights of the people on the ground 
implementing dual diagnosis programmes in Ireland 
that heavily guided the direction the research team 
employed in designing and carrying out the synthesis.
Regarding future directions, we return to two 
critical points discussed by Saul et al. (2013) in their 
description of the rapid realist review process. They 
point out that the results of a rapid synthesis are 
only meaningful when local knowledge users can use 
the results in their own way. In their words, ‘if those 
engaged as the local reference group aren’t the 
ones who will be able to use the results, the process 
will have significant challenges’ (Saul et al., 2013: 13). 
Therefore, in holding true to the realist approach, 
there remain immense future opportunities to 
co-produce new policies and practices in Ireland 
with the knowledge users engaged in the policy-
making process from beginning to end. Of particular 
importance is ensuring that the knowledge users 
are ‘brought to the table’ with parity throughout 
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the policy-making process to ensure that their lived 
experience and subject matter expertise continues 
to build on the findings of this realist synthesis. To 
that end, Saul et al. (2013) also remind us that the 
ultimate goal of a realist synthesis is to produce 
some type of policy change grounded in an evidence 
base. Accordingly, care should be taken to monitor 
and evaluate the changes in policy and practice that 
resulted from this realist synthesis.
Comparison with existing 
literature 
The review addresses the spectrum of issues 
identified in the 2017–2025 National Drugs Strategy 
(Department of Health, 2017) to be considered 
in building a system responsive to the needs of 
people with co-occurring mental health and SUDs. 
These issues include treatment settings, integration 
strategies, collaboration partners, early problem 
identification, early access to services, the need to 
address trauma histories in treatment planning, the 
role of community and socioeconomic services and 
supports, quality of care, provision of services in 
low-resourced settings, and prevention. This realist 
synthesis recognises people and their circumstances 
in context. In particular, it provides an awareness 
of the cost of failing to recognise the individual 
needs of service users and service providers. A 
repeating theme is that researchers’ assumptions 
about study participants and outcomes may not 
manifest as planned. An example of this is the 
assumption – unseen in planning the intervention – 
that by screening out persons with anxiety, no study 
participants will have anxiety (136). However, this 
study’s results indicate that it is the untreated anxiety 
– untreated because there is an assumption that the 
screening was 100% successful – that correlated with 
negative outcomes. 
In 2015, the New South Wales government in Australia 
reported on an evidence review of effective models 
of care for comorbid mental health and substance 
use problems (NSW Ministry of Health, 2015). 
The report provides a frame for services across 
the intake, treatment, workforce, discharge, and 
evaluation components of the continuum of care. 
It presents 13 models of care with evidence both 
in and outside of Australia. This comprehensive 
report provides an operational framework for the 
development of a model of care. The model includes 
multiple levels to the system. While there is overlap 
with the four layers of policy/system, organisation/
provider, service/treatment, and individual/family 
levels identified through this realist review and 
synthesis, the Australian model does not take into 
account the broader system context outside of the 
service system itself. It also does not incorporate the 
perspective of the service user or service provider; 
the effect of stigma; or the experiences, values, and 
beliefs of individuals, groups of people, and larger 
society that interact with the service system and are 
critical to change. 
Two literature reviews included in this study, 
Sterling et al. (68) and Torrens et al. (70), provide 
detailed information about issues in integrating 
care and treatment, respectively. Sterling et 
al.'s article includes the US Institute of Medicine 
recommendations for integrating care for 
individuals with co-occurring disorders. These 
recommendations are largely similar to those in New 
South Wales government's report. Torrens et al.'s 
focus is on issues of integrated treatment and the 
limited evidence base for treatment decisions. The 
article acknowledges the clinical, administrative, and 
policy contexts in which the provision of care resides. 
There is no mention of peers, peer support, family 
support, shared decision-making, or the value 
of local expertise and lived experience in any 
of these documents. What the incorporation of 
local expertise and lived experience brings to this 
realist review is the recognition that policy and 
planning decisions directly affect individual lives and 
communities, and that the knowledge that comes 
from facing and addressing these issues is essential to 
informing system change. 
This study used realist methods in both 
understanding the perspectives of knowledge users 
and synthesising the literature. This resulted in a 
systematic practice of integrating all information and 
examining the patterns within and across context, 
mechanism, outcome, and theory. Interaction 
with the HRB, service users, and service providers 
revealed a need to understand as much as possible 
about the how and why of integration, and the 
conditions that affect integration and outcomes. 
The specific examination of mechanisms in each 
information source and connecting these learnings 
with contexts and outcomes resulted in an 
understanding of how lived experience and evidence 
can be assembled into an effective, evidence-
based implementation path. This initial process of 
knowledge–experience integration provides the 
basis for additional rounds of knowledge–experience 
sense-making as the implementation process 
unfolds. It forms the basis for effective, evidence-
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based, quality improvement. Participants in the 
process have both new knowledge and an important 
evidence-based practice capacity that is not present 
with traditional literature reviews.
Initial recommendations 
The HRB seeks to contribute to the development 
of a standardised evidence-based approach to the 
identification, assessment, and treatment of co-
occurring mental illness and substance disorders. 
The results of this realist review and synthesis 
process provide ideas regarding how integrated 
systems can be built to use evidence-based models 
of care to improve outcomes for individuals. 
Knowledge users in Ireland described six dual 
diagnosis programmes in different communities 
(Waterford, Limerick, Cork, Clondalkin, Kilkenny, 
and Dublin) that engaged in locally driven integration 
efforts across the drug and alcohol task forces, 
mental health or psychiatric services, and a 
Recovery College. These programmes create 
vehicles for learning among the providers and 
consumers involved in these programmes. There 
are opportunities for learning about each other’s 
programmes, as well as evidence for treatments, 
models, and integration produced by this project. 
Additionally, learnings from these programmes can 
be used to support the development of additional 
programmes.
These six local integrated programmes provide a 
starting place for learning and integrating knowledge 
about treatment and building a culture of co-
production that supports putting the individual at 
the centre of the system. The wisdom gained from 
knowledge users and the literature synthesis reveals 
numerous ideas for building an integrated system. 
Content in each section of this report can be 
translated into evidence-based actions. 
The four-level framework that emerged from this 
project provides a structure to organise potential 
steps. At the policy/system level, high-leverage 
steps may focus on the alignment of resources. 
At the organisation/provider level, a focus on 
building a knowledgeable workforce is important. 
Initial recommendations are focused on a few 
preliminary actions that may have high leverage 
and build on what currently exists. A collaborative 
session with local knowledge users would be useful 
to meaningfully mine the findings for appropriate 
actions and would be in keeping with the co-
production recommendation. Table 3 outlines initial 
implementation ideas to be considered in relation to 
each of the four levels, with reference to supporting 
literature.
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Level Potential action Supporting evidence
Policy/system  » Create incentives in payment to providers for integrating care of individuals with 
co-occurring diagnosis
 » When developing service payment agreements, include deliverables that recognise 
the long path to recovery
 » Analyse the system as it relates to access to psychological services and align 
providers with service needs
 » Examine payment structure for peer mentors, coaches, and instructors
 » Explore how resources can be allocated to support a holistic approach to care (e.g. 
housing, supportive employment)
2, 3, 4, 7, 8, 10, 11, 12, 13, 
14, 15, 16, 22, 23, 25, 28, 
36, 38, 40, 41, 46, 47, 50, 
52, 53, 54, 56, 57, 60, 61, 
63, 65, 66, 69, 71, 73, 77, 
79, 82, 85, 89, 90, 91, 95, 
96, 97, 98, 100, 101, 102, 
103, 116, 117, 121, 125, 137, 
138, 145, 146, 147, 148, 151
Organisation/
provider
 » Build a knowledgeable integrated workforce that keeps the individual at the centre
 » Develop a common language among different provider types, consumers, and 
families
 » Examine training modes and build in time to support provider training and cross-
training to build competence and confidence
 » Build a culture of hope
5, 11, 15, 30, 31, 34, 35, 
38, 39, 55, 56, 58, 60, 61, 
62, 64, 67, 68, 69, 70, 75, 
76, 79, 82, 83, 88, 89, 90, 
93, 94, 96, 99, 100, 102, 
106, 115, 117, 120, 130, 
149, 150, 151
Service/ 
treatment
 » Create a learning community among the current integrated programmes
 » Conduct a realist evaluation of the current work and use the learnings to improve 
current programmes and build others 
 » Allocate resources to support the creation of new integration pilot programmes that 
include resources for programmes, technical assistance, and peer support from 
current integrated programmes
 » Use the evidence from this review to guide future programme development
2, 6, 7, 11, 16, 31, 47, 48, 
49, 50, 51, 65, 66, 84, 85, 
86, 90, 92, 93, 94, 95, 96, 
97, 98, 99, 100, 101, 102, 
103, 104, 105, 106, 114, 
116, 117, 121, 130, 138, 145, 
146, 148, 149, 150, 151, 
152, 153 
Individual/ 
family
 » Build systems for co-production at each level of the system: policy, provider, 
treatment design, and individual care
30, 40, 42, 48, 52, 54, 
55, 57, 59, 60, 61, 69, 77, 
84, 87, 90, 91, 95, 98, 99, 
102, 103, 104, 105, 106, 
116, 118, 121, 128, 130, 138, 
150, 151, 153
Table 3: Initial recommendations by level
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ACT assertive community treatment
CBT cognitive behavioural therapy
CINAHL Cumulative Index to Nursing and Allied Health Literature
CM contingency management
CMO context, mechanism, outcome
CRHT crisis response home treatment
DBT dialectical behaviour therapy
DD dual diagnosis
DTR Double Trouble in Recovery
HIV human immunodeficiency virus
HRB Health Research Board 
ICM intensive case management
IDDT Integrated Dual Disorder Treatment
MI motivational interviewing
NACDA National Advisory Committee on Drugs and Alcohol
RAMESES Realist And Meta-narrative Evidence Syntheses: Evolving 
Standards
SUD substance use disorder
WHO World Health Organization
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Appendix 3: Search 
strategy
Search strategy for RQ1
Database: PsycINFO
Language: English
Years: 1998–2018
Number of articles
(mental disorders OR mental health OR mental illness) AND (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use) AND treatment AND outcomes AND dual diagnosis
Academic journals
609
mental disorders AND substance abuse
Subject: mental disorders drug abuse substance use disorder comorbidity mental health drug 
rehabilitation alcohol abuse alcoholism drug therapy mental health services anxiety disorders 
schizophrenia dual diagnosis treatment outcomes cocaine intervention 
Subject: Major heading: comorbidity drug rehabilitation drug therapy treatment outcomes major 
depression drug usage intervention bipolar disorder health care services 
Academic journals 
898
Mental disorders AND substance abuse AND Ireland
Peer reviewed
50
mental disorders AND substance abuse and treatment intervention
Subject: comorbidity treatment intervention dual diagnosis incarceration treatment outcomes
Peer reviewed
53
Primary searches
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Search strategy for RQ2
Database: PsycINFO
Language: English
Years: 1998–2018
Number of articles
(integrati*) AND (mental disorders OR mental health OR mental illness) AND (substance abuse OR 
substance use disorder)
422
mental disorders AND substance abuse 293
mental disorders AND substance abuse AND Ireland 369
(integrati*) AND (dual diagnosis OR co-occurring) 422
(mental disorders OR mental health OR mental illness) AND (substance abuse OR substance use OR 
drug abuse OR drug addiction OR drug use OR alcohol OR addiction) AND (integrat* OR coordinat* OR 
collaborat*) AND (system OR program OR administration OR service OR organization OR sector)
2,401
(mental disorders OR mental health OR mental illness) AND (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use) AND (treatment) AND (outcomes) AND (dual diagnosis)
173
(mental disorders OR mental health OR mental illness) AND (substance abuse OR substance use OR 
drug abuse OR drug addiction OR drug use OR alcohol OR addiction) AND (integrat* OR coordinat* OR 
collaborat*) AND (system OR program OR administration OR service OR organization OR sector) AND 
(system outcome OR community outcome OR service outcome)
107
Search strategy for RQ3
Databases: PsycINFO, CINAHL, MEDLINE, Academic Search Complete
Language: English
 Years: 1998–2018
Number of articles
(mental disorders OR mental health OR mental illness) AND (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol OR addiction) AND model* of care AND (treatment OR 
service OR integrat*)
1,540
((dual diagnosis OR co-occurring OR comorbid*) OR (addiction OR (substance AND abuse) OR (drug AND 
abuse) OR (alcohol)) AND (mental AND (health OR illness OR disorder) OR (psychiatri* AND illness))) AND 
(model* of care) AND (integrat* OR collaborat*)
2,536
integrat* AND dual diagnosis AND treatment AND mental AND substance 1,293
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Search strategy for RQ1 – Ireland
Databases: PsycINFO, CINAHL, MEDLINE
Language: English,
Years: 1998–2018
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND treatment AND outcomes AND Ireland
686
Search strategy for RQ2 – Ireland
Databases: PsycINFO, CINAHL, MEDLINE
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND integrat* AND outcomes AND Ireland
117
Search strategy for RQ3  – Ireland
Databases: PsycINFO, CINAHL, MEDLINE
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND model of care AND outcomes AND Ireland
33
Search strategy for peer support
Databases: PsycINFO, CINAHL, MEDLINE
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND treatment AND outcomes AND peer support
906
Search strategy for consumer, family, collaboration
Databases: PsycINFO, CINAHL, MEDLINE
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR 
drug abuse OR drug addiction OR drug use OR alcohol)) AND treatment AND outcomes AND (client OR 
consumer OR service user OR family) AND shared decision*
160
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR 
drug abuse OR drug addiction OR drug use OR alcohol)) AND treatment AND outcomes AND (client OR 
consumer OR service user OR family) AND engagement
1,179
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR 
drug abuse OR drug addiction OR drug use OR alcohol)) AND treatment AND outcomes AND (client OR 
consumer OR service user OR family) AND collaborat*
1,172
Search strategy for local, co-production
Databases: PsycINFO, CINAHL, MEDLINE
Language: English
Years: 1998–2018
Number of articles
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND coproduction
68
((mental disorders OR mental health OR mental illness) OR (substance abuse OR substance use OR drug 
abuse OR drug addiction OR drug use OR alcohol)) AND (dual diagnosis OR co-occurring) AND local
197
Secondary searches
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Complete this column 
for each article reviewed
Title (copy from article) Full title
Authors Cut and paste list of authors
Abstract (copy from article) Include full abstract
Type of literature (e.g., journal article, 
report, etc.)
Provide brief description of type
Methods (Research methods employed) Lift key sentences from article from methods section 
to capture methods
Context: The pre-existing  
characteristics of the individuals, localities, 
situations, or systems of interpersonal and 
social relationships in which an intervention 
is being set up.
Most likely found in the background or methods 
section, describing the population and setting.
Examples of types of information to include:
 » Urban/rural
 » Type of health system
 » Service availability
 » Geopolitical
 » Individual demographics
 » Diagnosis
The four I’s (context levels)
 » Individual
 » Interpersonal
 » Institutional
 » Infrastructure
Mechanism: Intervention – what was 
introduced into the context by the study?
Cut and paste the section of the article describing the 
intervention.
Examples of types of information to include:
 » Treatment category (e.g., behavioral, medication, 
alternative)
 » Treatment intensity
 » Treatment duration
 » Provider type 
 » Referral sources
Appendix 4: Data 
Extraction template
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Complete this column 
for each article reviewed
Mechanism: An element of reasoning and 
reactions of (an) individual or collective 
agent(s) in regard of the resources 
available in a given context to bring about 
changes through the implementation of 
an intervention. A mechanism results in 
the interaction between human agents, 
intervention, and structures.
Cut and paste sentences in the article describing 
these types of elements. They are most likely 
described in the discussion or in the description of the 
implementation or intervention.
What about the individuals, resources, etc. helps to 
explain why the intervention worked or didn’t work?
Outcome: A result, whether positive or 
negative.
Cut and paste the section of the article describing the 
results. 
Results of the study
Research questions, hypothesis, theory Cut and paste the section of the article describing 
these. Likely found in the methods section.
Research questions, hypothesis, theory stated in 
the article that is driving the introduction of the 
intervention or the nature of the study to achieve a 
desired result.
Theory 1 – Integration into existing services
Integration of existing services, particularly 
community-based services, supports access 
to care and minimises barriers faced with 
creation of new service lines.
For each theory statement below:
Step 1: Identify whether or not the literature addresses 
this theory (Y/N).
Step 2: Additionally, provide a brief description of how. 
For example, this article confirms (or disputes) this 
theory by stating that …
Theory 2 – Training
Integrated treatment requires training and 
cross-training of substance use and mental 
health service providers at multiple levels.
Theory 3 – Improved coordination/breaking 
down admin silos
Improved coordination between providers 
(substance use, mental health, and primary care) 
will break down administrative silos and improve 
access to timely diagnosis, care, and treatment.
Theory 4 – Tailor services to local context 
and individual needs
Services must be tailored to the local context 
and the individual’s needs and circumstances 
to be most effective.
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Complete this column 
for each article reviewed
Theory 5 – Include service users and families 
in care decisions
Including service users and families in 
service and care decisions results in better 
outcomes for individuals and their families
Theory 6 – Knowledge of local efforts 
already in place and individuals/providers as 
experts.
A knowledge of local efforts already in place 
and co-production with service providers 
and individuals with lived experience is 
needed to develop practice-informed 
strategies and policies that take known 
facilitators and implementation challenges 
into consideration.
Theory 7 – Resources
Resources (financial and otherwise) must 
accompany strategy and policy to enable 
integration and improve service delivery and 
individual outcomes.
Theory 8 – Supporting whole person/
housing and other social supports
When treatment takes a holistic view and 
includes housing and social supports, 
individual outcomes are improved.
Theory 9 – Holistic model for mental health
A holistic model to mental health is needed 
to improve mental health outcomes, 
particularly among individuals with co-
occurring mental health and substance use 
disorders.
Theory 10 – Peer support
Peer support facilitates recovery and positive 
outcomes for individuals with co-occurring 
mental health and substance use problems
Notes Please include any relevant notes about the study
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Appendix 6: Realist 
synthesis theory insights 
themes
Theory number Theory statement Realist synthesis insights Supporting articles
1 Integration of existing services, 
particularly community-based 
services, supports access to care 
and minimises barriers faced with 
creation of new service lines.
Integration was prominent in the 
literature. Much of the literature 
compared various aspects of 
integration, including information 
systems and co-location. 
Comparisons with and without 
integration were not found.
1, 4, 5, 6, 12, 13, 14, 15, 17, 18, 24, 
28, 30, 32, 34, 35, 39, 40, 42, 43, 
45, 46, 47, 48, 49, 52, 54, 55, 56, 
60, 61, 64, 68, 69, 74, 75, 76, 77, 
78, 79, 80, 82, 84, 85, 86, 87, 88, 
89, 91, 92, 93, 95, 96, 97, 98, 99, 
102, 104, 105, 106, 114, 115, 120, 
121, 123, 124, 125, 126, 127, 131, 133, 
134, 135, 138, 146, 149, 150, 151
2 Integrated treatment requires 
training and cross-training of 
substance use and mental health 
service providers at multiple levels.
The importance of training and 
cross-training was supported in the 
literature. The differences between 
the mental health and alcohol 
and other drug fields in terms of 
training, beliefs, and ideologies 
highlight the need for  
cross-training.
5, 11, 15, 30, 31, 34, 35, 38, 39, 55, 
56, 58, 60, 61, 62, 64, 67, 68, 69, 
70, 75, 76, 79, 82, 83, 88, 89, 90, 
93, 94, 96, 99, 100, 102, 106, 115, 
117, 120, 130, 149, 150, 151
3 Improved coordination between 
providers (substance use, mental 
health, and primary care) will break 
down administrative silos and 
improve access to timely diagnosis, 
care, and treatment.
The literature confirms 
coordination as important. 
Integration at all levels emerged 
as a dominant theme. Integration 
creates more opportunities for 
early identification of problems  
and early intervention.
2, 3, 6, 7, 13, 18, 23, 24, 25, 27, 28, 
30, 31, 35, 42, 48, 51, 53, 57, 59, 
62, 64, 66, 67, 68, 69, 70, 71, 75, 
76, 77, 79, 82, 83, 84, 88, 89, 100, 
101, 102, 105, 115, 121, 133, 136, 
137, 138, 146
4 Services must be tailored to the 
local context and the individual’s 
needs and circumstances to be 
most effective.
This was a prominent theme in 
the literature and included harm 
reduction and client-centred 
approaches, meeting patients 
where they are, and tailoring 
services to individual needs.
2, 3, 5, 7, 8, 9, 10, 11, 12, 13, 14, 15, 
16, 19, 21, 22, 27, 31, 36, 41, 45, 
46, 47, 48, 49, 51, 53, 60, 61, 62, 
63, 65, 66, 74, 76, 77, 78, 81, 82, 
84, 85, 86, 87, 90, 91, 92, 93, 94, 
95, 97, 98, 100, 101, 102, 103, 104, 
105, 106, 120, 121, 125, 126, 128, 
130, 136, 137, 138, 144, 145, 146, 
147, 148, 150, 151, 152
5 Including service users and families 
in service and care decisions results 
in better outcomes for individuals 
and their families.
The literature confirmed the 
importance of including service 
users and families in mental 
health and substance use service 
and care decisions. Some 
literature referenced this as a 
right. Furthermore, provider 
and consumer relationships 
were a common theme in this 
literature and suggested a trusting 
and positive relationship as a 
mechanism for achieving inclusive 
care decisions.
2, 6, 7, 11, 16, 31, 47, 48, 50, 51, 65, 
66, 84, 85, 86, 90, 92, 93, 94, 95, 
96, 97, 98, 99, 100, 101, 102, 103, 
104, 105, 106, 114, 116, 117, 121, 
130, 138, 145, 146, 148, 149, 150, 
151, 152, 153
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Theory number Theory statement Realist synthesis insights Supporting evidence
6 A knowledge of local efforts 
already in place and co-production 
with service providers and 
individuals with lived experience 
is needed to develop practice-
informed strategies and policies 
that take known facilitators and 
implementation challenges into 
consideration.
The importance of trust between 
providers and clients was a 
predominant theme in the 
literature reviewed that addressed 
this theory: co-production and 
shared decision-making. This led 
to recognition that both structural 
(dedicated appointments) and 
relational (sensitive communication, 
trust) space are essential for such 
preferences to be genuinely shared.
30, 40, 42, 48, 52, 54, 55, 57, 59, 
60, 61, 69, 77, 84, 87, 90, 91, 95, 
98, 99, 102, 103, 104, 105, 106, 
116, 118, 121, 128, 130, 138, 150, 
151, 153
7 Resources (financial and otherwise) 
must accompany strategy and 
policy to enable integration and 
improve service delivery and 
individual outcomes.
Financial resources are important. 
Investment in new capabilities is 
a form of resource. In addition to 
more financial resources, there 
was some focus on efficiency and 
effectiveness. It is necessary to 
match the resource to the need 
and consider alternative delivery 
options (phone, internet modules, 
and brief interventions). High-
level policy can hinder or facilitate 
positive outcomes. Urban tends to 
be more resource-rich than rural.
8, 11, 12, 13, 14, 15, 16, 22, 25, 36, 
38, 46, 52, 56, 57, 60, 63, 65, 66, 
77, 79, 82, 89, 96, 97, 98, 100, 101, 
102, 121, 137, 138, 145, 147, 151
8 When treatment takes a holistic 
view and includes housing 
and social supports, individual 
outcomes are improved.
The literature is supportive of 
taking a holistic view and approach 
to serving individuals. Housing 
and social supports were most 
commonly mentioned, suggesting 
these supports play a role in 
engagement and retention of 
individuals in services. Supportive 
employment was also described as 
important.
2, 3, 4, 7, 10, 14, 16, 23, 28, 40, 41, 
47, 50, 53, 54, 60, 61, 63, 65, 69, 
71, 73, 85, 90, 91, 95, 103, 116, 117, 
125, 137, 145, 146, 148
9 A holistic model to mental health is 
needed to improve mental health 
outcomes, particularly among 
individuals with co-occurring 
mental health and substance use 
disorders.
This statement is focused on the 
need for a holistic mindset that 
includes behavioural, psychiatric, 
and substance use mindsets. This 
concept was not prevalent in the 
literature reviewed. One Ireland 
study focused on the value of 
a population-based approach. 
There was also an emphasis on the 
importance of putting the patient at 
the centre.
2, 4, 5, 6, 7, 9, 12, 13, 20, 24, 26, 
28, 33, 37, 40, 41, 46, 48, 63, 64, 
77, 82, 93, 94, 95, 97, 99, 100, 
103, 104, 105, 106, 125, 145, 148
10 Peer support facilitates recovery 
and positive outcomes for 
individuals with co-occurring 
mental health and substance use 
disorders.
The literature was supportive of 
the value of peer support. Some 
articles identified the value of a 
broader range of peer support, 
such as what occurs in group 
settings. Social support networks 
may provide a supportive buffer for 
those who are dually diagnosed with 
mental health and substance use 
issues.
6, 9, 24, 27, 31, 51, 54, 60, 63, 87, 
91, 95, 96, 97, 101, 103, 110, 111, 
112, 113, 114, 115, 116, 117, 118, 119, 
133, 151
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Appendix 7: Research 
question 1 coding results 
table
Research question 1: What interventions improve treatment and 
personal functioning outcomes for people with co-occurring 
substance use and mental health problems and in what circumstances 
do they work?
Context Mechanism Outcome Theory
Ireland (121, 122, 123, 124, 125, 
126, 127, 128, 129, 130)
Europe (1, 6, 93, 94, 96, 97, 103, 
105, 111, 113, 119, 120, 127)
USA (1, 2, 3, 5, 7, 8, 9, 10, 13, 14, 
15, 16, 17, 18, 19, 20, 21, 23, 24, 
25, 26, 28, 29, 95, 110, 114, 149)
Other location (4, 22, 27, 104)
Urban (1, 2, 3, 6, 7, 9, 12, 13, 14, 
16, 20, 24, 26, 28, 103)
Rural (1, 13, 16, 27, 95)
Suburban (17)
Youth and young adults, ages 
13–25 (2, 9, 12, 16, 20, 21, 95, 
98, 103, 123, 126, 130)
Adults, ages 26–65 (2, 3, 4, 5, 
6, 7, 8, 9, 11, 12, 13, 14, 15, 16, 17, 
21, 22, 24, 26, 27, 28, 29, 93, 94, 
95, 98, 113, 114, 119, 122, 124, 125, 
126, 127, 128, 130, 149)
Care tailored to individual 
needs (2, 3, 5, 6, 11, 21, 22, 111)
Provider and staff training 
and motivation (11, 13, 19, 23, 
25, 26, 28, 103, 113, 149)
Holistic, whole-person 
support (2, 10, 27, 103)
Collaboration and 
coordination development 
and structure (4, 6, 12, 13)
Continuity of care and 
transition navigation (none)
Peer support (8, 9, 16, 110, 111, 
113, 114, 119)
Positive, hopeful culture and 
environment (8, 9, 10, 11, 12, 
17, 18, 25)
Supportive provider 
relationships (10, 94, 95, 125)
Programme and treatment 
characteristics (1, 2, 4, 11, 12, 
13, 17, 18, 24, 26, 29, 122, 123)
Positive outcome (2, 3, 6, 7, 
8, 9, 12, 14, 15, 16, 17, 18, 20, 21, 
22, 24, 27, 28, 29, 93, 95, 97, 
98, 110, 111, 113, 114, 122, 123, 
130, 149)
Negative outcome (26)
Neutral outcome (4, 5, 10, 11, 
13, 19, 23, 25, 94, 96, 103, 104, 
105, 112, 120, 121, 124, 125, 126)
Integration into existing 
services (1, 4, 5, 6, 12, 13, 14, 15, 
17, 18, 24, 28, 93, 95, 96, 97, 98, 
104, 105, 114, 120, 121, 123, 124, 
125, 126, 127, 149)
Training and cross-training (5, 
11, 15, 93, 94, 96, 120, 130, 149)
Improved coordination (2, 3, 
6, 7, 13, 18, 23, 24, 25, 27, 28, 
105, 121)
Services tailored to context 
and needs (2, 3, 5, 7, 8, 9, 10, 
11, 12, 13, 14, 15, 16, 19, 21, 22, 27, 
93, 94, 95, 97, 98, 103, 104, 105, 
120, 121, 125, 126, 128, 130)
Including service users (2, 6, 
7, 11, 16, 93, 94, 95, 96, 97, 98, 
103, 104, 105, 114, 121, 130, 149)
Knowledge of local efforts 
(95, 98, 103, 104, 105, 121, 128, 
130)
Financial and other resources 
(8, 11, 12, 13, 14, 15, 16, 22, 25, 
96, 97, 98, 121)
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Context Mechanism Outcome Theory
Older adults, ages 66–99 (2, 
16, 21, 98, 130)
History of homelessness (3)
History of contact with 
criminal justice system (128)
Mental health diagnosis only 
(94)
Substance use diagnosis only 
(93, 122, 125, 127, 128)
Hospital setting (10, 123)
Veterans' affairs (7, 24, 110)
Outpatient programme (7, 9, 
13, 27, 29, 149)
Single-site programme (6, 12, 
14, 16, 17, 19, 28)
Multisite programme (15, 21, 
96)
Policy (2, 12, 15, 25, 104)
Organisational and systems 
change (93)
Recover skills, 
empowerment, and 
motivation (2, 7, 8, 9, 17, 18, 20, 
24, 25, 26, 29, 120, 122, 123, 124, 
128, 130)
Local and cultural adaptation 
and implementation (none)
Client characteristics (none)
Adverse childhood 
experiences and trauma 
treatment (none)
Resources (none)
Integration characteristics 
(113)
Access to care (none)
Communication and 
information sharing (105)
Quality and performance 
improvement (none)
Co-production (97, 105, 149)
Harm Reduction (none)
Stigma and stigma reduction 
(119, 125)
Holistic view – housing, social 
supports, etc. (2, 3, 4, 7, 10, 14, 
16, 23, 28, 95, 103, 125)
Holistic model – mental 
health (2, 4, 5, 6, 7, 9, 12, 13, 20, 
24, 26, 28, 93, 94, 95, 97, 103, 
104, 105, 125)
Peer support (6, 9, 24, 27, 95, 
96, 97, 103, 110, 111, 112, 113, 
114, 119)
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Appendix 8: Research 
question 2 coding results 
table
Research question 2: What aspects of integrative programmes for the 
treatment of co-occurring substance use and mental health problems 
trigger positive system outcomes and in what circumstances do these 
outcomes occur?
Context Mechanism Outcome Theory
Ireland (131, 133, 134, 136, 137, 
138, 142)
Europe (39, 50, 58, 135)
USA (31, 32, 34, 35, 36, 37, 41, 
42, 43, 44, 45, 46, 48, 49, 51, 
52, 53, 56, 57, 60, 101, 118, 132, 
151)
Other location (30, 59, 99)
Urban (37, 47, 49, 52, 56, 57, 
58, 153)
Rural (38)
Suburban (38)
Youth and young adults, ages 
13–25 (37, 43, 47, 133, 138)
Adults, ages 26–65 (30, 31, 32, 
34, 37, 41, 42, 44, 45, 46, 47, 48, 
49, 50, 52, 58, 59, 99, 101, 118, 
131, 132, 134, 136, 137, 151, 153)
Older adults, ages 66–99 (59)
Care tailored to individual 
needs (41, 45, 46, 50, 54, 136)
Provider and staff training 
and motivation (30, 34, 35, 36, 
38, 39, 55, 56, 58, 99)
Holistic, whole-person 
support (37, 47, 50, 51, 53, 60, 
133, 137)
Collaboration and 
coordination development 
and structure (36, 48, 138)
Continuity of care and 
transition navigation (42, 59, 
136, 137)
Peer support (none)
Positive, hopeful culture and 
environment (37, 49, 53)
Supportive provider 
relationships (none)
Programme and treatment 
characteristics (32, 33, 34, 39, 
40, 41, 43, 45, 46, 49, 51, 52, 53, 
131, 133, 134, 135, 136)
Positive outcome (30, 32, 35, 
37, 38, 43, 45, 46, 48, 50, 51, 
58, 118, 133, 134, 138, 142, 151)
Negative outcome (none)
Neutral outcome (31, 34, 36, 
39, 41, 42, 44, 47, 49, 52, 53, 56, 
57, 59, 60, 99, 106, 109, 131, 132, 
135, 137, 153)
Integration into existing 
services (30, 32, 34, 35, 39, 40, 
42, 43, 45, 46, 47, 48, 49, 52, 
54, 55, 56, 60, 99, 106, 131, 133, 
134, 135, 138, 151)
Training and cross-training 
(30, 31, 34, 35, 38, 39, 55, 56, 
58, 60, 99, 106, 151)
Improved coordination (30, 
31, 35, 42, 48, 51, 53, 57, 59, 101, 
133, 136, 137, 138)
Services tailored to context 
and needs (31, 36, 41, 45, 46, 
47, 48, 49, 51, 53, 60, 101, 106, 
136, 137, 138, 151)
Including service users (31, 
47, 48, 50, 51, 99, 101, 106, 138, 
151, 153)
Knowledge of local efforts 
(30, 40, 42, 48, 52, 54, 55, 57, 
59, 60, 99, 106, 118, 138, 151, 
153)
Financial and other resources 
(36, 38, 46, 52, 56, 57, 60, 101, 
137, 138, 151)
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Context Mechanism Outcome Theory
History of homelessness (37, 
53)
History of contact with 
criminal justice system (none)
Mental health diagnosis only 
(118, 151)
Substance use diagnosis only 
(none)
Hospital setting (43, 49, 50)
Veterans' affairs (44)
Outpatient programme (30, 
35, 52, 132)
Single-site programme (42, 
46)
Multisite programme (31, 32, 
35, 36, 47, 48, 51)
Policy (36, 44, 48, 56, 58, 151)
Organisational and systems 
change (32, 35, 36, 38, 42, 44, 
48, 50, 52, 55, 56, 57, 59, 133, 
138)
Recover skills, empowerment, 
and motivation (31, 32, 33, 37, 
41, 46, 47, 49, 50, 54, 60, 101, 
118, 131, 132, 135, 136, 153)
Local and cultural adaption 
and implementation (35, 55, 
59, 138)
Client characteristics (33, 34, 
49, 52, 134, 138)
Adverse childhood 
experiences and trauma 
treatment (51, 53, 54)
Resources (36, 38, 56, 57, 60)
Integration characteristics (30, 
31, 32, 39, 42, 50, 51, 52, 55)
Access to care (53, 60, 135, 137)
Communication and 
information sharing (48)
Quality and performance 
improvement (44)
Co-production (53, 99)
Harm reduction (40,50)
Stigma and stigma reduction 
(99)
Holistic view – housing, social 
supports, etc. (40, 41, 47, 50, 
53, 54, 60, 137)
Holistic model – mental 
health (33, 37, 40, 41, 46, 48, 
99, 106)
Peer support (31, 51, 54, 60, 
101, 118, 133, 151)
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Appendix 9: Research 
question 3 coding results 
table
Research question 3: What existing models of care for adults with co-
occurring substance use and mental health problems lead to positive 
treatment outcomes and successful service integration?
Context Mechanism Outcome Theory
Ireland (139, 140, 141, 143, 144, 
145, 146, 148)
Europe (70, 74, 76, 80, 86, 115, 
147)
USA (48, 65, 71, 77, 79, 81, 82, 
83, 85, 91, 92, 117, 147, 150, 152)
Other location (62, 64, 66, 72, 
73, 75, 84, 88, 90, 102)
Urban (71, 80, 85, 91, 92)
Rural (84)
Suburban (none)
Youth and young adults, ages 
13–25 (62, 79, 86, 139)
Adults, ages 26–65 (48, 79, 80, 
81, 86, 91, 92, 100, 117, 139)
Older adults, ages 66–99 (86, 
100, 139)
History of homelessness (61)
Care tailored to individual 
needs (100, 144)
Provider and staff training 
and motivation (61, 63, 64, 67, 
68, 69, 70, 77, 79, 80, 83, 88, 
89, 90, 139, 143)
Holistic, whole-person 
support (61, 71, 73, 74, 76, 85, 
145, 148)
Collaboration and 
coordination development 
and structure (48, 62, 64, 66, 
79, 88)
Continuity of care and 
transition navigation (none)
Peer support (64, 87, 109, 116)
Positive, hopeful culture and 
environment (none)
Supportive provider 
relationships (62, 65, 90)
Positive outcome (48, 64, 71, 
73, 74, 79, 80, 82, 85, 88, 91, 92, 
102, 117, 147)
Negative outcome (76)
Neutral outcome (61, 62, 65, 
66, 70, 72, 75, 77, 81, 83, 84, 
86, 89, 90, 100, 115, 116, 139, 
140, 141, 143, 144, 145, 146, 148, 
150, 152)
Integration into existing 
services (48, 61, 64, 68, 69, 74, 
75, 76, 77, 78, 79, 80, 82, 84, 85, 
86, 87, 88, 89, 91, 92, 102, 115, 
146, 150)
Training and cross-training 
(61, 62, 64, 67, 68, 69, 70, 75, 76, 
79, 82, 83, 88, 89, 90, 100, 102, 
115, 117, 150)
Improved coordination (48, 
62, 64, 66, 67, 68, 69, 70, 71, 
75, 76, 77, 79, 82, 83, 84, 88, 89, 
100, 102, 115, 146)
Services tailored to context 
and needs (48, 61, 62, 63, 65, 
66, 74, 76, 77, 78, 81, 82, 84, 85, 
86, 87, 90, 91, 92, 100, 102, 144, 
145, 146, 147, 148, 150, 152)
Including service users (48, 
65, 66, 84, 85, 86, 90, 92, 100, 
102, 116, 117, 145, 146, 148, 150, 
152)
Knowledge of local efforts 
(48, 61, 69, 77, 84, 87, 90, 91, 
102, 116, 150)
Financial and other resources 
(63, 65, 66, 77, 79, 82, 89, 100, 
102, 145, 147)
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Context Mechanism Outcome Theory
History of contact with 
criminal justice system (none)
Mental health diagnosis only 
(117)
Substance use diagnosis only 
(none)
Hospital setting (71, 79)
Veterans' affairs (81, 152)
Outpatient programme (74, 
100)
Single-site programme (73, 
85)
Multisite programme (48, 64)
Programme and treatment 
characteristics (61, 63, 64, 65, 68, 
69, 70, 72, 74, 75, 76, 78, 85, 86, 87, 
88, 90, 92, 115, 117, 141, 147)
Policy (48, 61, 68, 82)
Organisational and systems 
change (48, 62, 64, 67, 68, 69, 74, 
75, 79, 87, 143)
Recover skills, empowerment, 
and motivation (61, 63, 71, 81, 85, 
91, 102, 145, 148, 152)
Local and cultural adaption and 
implementation (84, 148)
Client characteristics (61, 81, 91)
Adverse childhood experiences 
and trauma treatment (62, 73)
Resources (67, 68, 69, 77, 79, 141)
Integration characteristics (none)
Access to care (none)
Communication and information 
sharing (48, 150)
Quality and performance 
improvement (none)
Co-production (150)
Harm reduction (none)
Stigma and stigma reduction 
(none)
Holistic view – housing, 
social supports, etc. (61, 63, 
65, 69, 71, 73, 85, 90, 91, 116, 
117, 145, 146, 148)
Holistic model – mental 
health (48, 63, 64, 77, 82, 
100, 145, 148)
Peer support (63, 87, 91, 115, 
116, 117)
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Appendix 10: Synthesis 
of research question 1 
findings
Research question 1 What interventions improve treatment and personal functioning outcomes for people with dual 
diagnosis of addiction and mental health problems and in what circumstances do they work?
Overview Research question 1 asks about optimum treatments and individual outcomes. Nuances related to this 
question surfaced during the process to revise and clarify the questions. These include sub-questions 
at each level of integration and across some of the theory themes. Policy factors include resources 
required to implement integrative structures, the infrastructure needed, and other specific issues like 
prison policy. Organisational factors include interagency collaboration, staffing, continuum of care, hours 
of operation, and availability by region. Specific treatment questions were related to types of treatment, 
tailored treatments, and medication. There were also questions about more community or bottom-up 
approaches. Individual factors include age groups to be explored and the role of families in treatment.
Several high-level treatment and individual outcome themes emerged from the first round of literature 
sense-making:
 » Tailoring to individual needs is crucial.
 » Outcomes align with the type of treatment implemented.
 » Adaptability in the service delivery is needed.
 » Programme modifications need to be made to address the issues that might be pressing at different 
times.
 » Meeting people where they are is necessary.
 » Brief treatment can be helpful, particularly with alcohol.
 » Individual motivation and commitment is important.
 » A relationship (trust) between client and provider is beneficial.
 » Technology may be helpful (web-based modules, telephonic support).
Appendix 7 provides details about the contexts, mechanisms, outcomes, and theories aligned with 
research question 1.
Context The interventions and programmes reviewed for research question 1 were implemented in a variety of 
contexts. Regarding geography, the majority of interventions occurred in the United States of America 
(USA), but a sizeable number of interventions were also implemented in both Ireland and other parts of 
Europe. More of the interventions tended to occur in urban locations than in suburban or rural locations. 
The target population of the interventions most frequently tended to be adults between the ages of 26 
and 65 years, while comparatively fewer of the intervention groups were youth, young adults, or older 
adults. Many of the interventions occurred in the format of an outpatient or single-site programme, while 
few of the interventions were multisite programmes.
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Research question 1 What interventions improve treatment and personal functioning outcomes for people with dual 
diagnosis of addiction and mental health problems and in what circumstances do they work?
Interventions The synthesis of articles associated with research question 1 indicated six different interventions 
that improve treatment and personal functioning for individuals living with a dual diagnosis. These 
interventions include: cognitive behavioural therapy; intensive case management; day treatment centres/
residential programmes; dialectical behaviour therapy; Integrated Dual Disorder Treatment; and general 
interventions that occurred in the outpatient or primary care setting. Each of these interventions is 
described more fully below.
Cognitive behavioural therapy
Cognitive behavioural therapy (CBT) and 12-step programmes utilising CBT include the Crossing Paths programme in Ontario, Canada, 
which targets symptoms of depression, anxiety, and substance use and incorporates strategies that address reciprocal relationships 
among them. CBT programmes typically took place in outpatient settings and may have combined other forms of therapy such as 
motivational interviewing (4, 27). Programmes utilising CBT or a 12-step model typically resulted in decreased stress, decreased 
drinking behaviours and decreased alcohol consumption, increased refusal of drinking and drug use, and improvements in anxiety 
and stress symptoms (5, 27, 29). Similar results were found in a review of several integrated 12-step programmes employed by Veterans 
Affairs (4, 5). Other studies found that CBT or 12-step programmes implementing CBT were also effective for adult outpatient 
programmes (9, 11), women (17), adults in the general population in Australia (22), and dually diagnosed adults in Arizona (29).
Intensive case management
Intensive case management (ICM) is a time-limited intervention designed to engage clients by offering psychological services targeted 
at dual diagnosis. The intervention focused on the participant’s agenda, where case managers and psychiatrists worked together 
to develop therapeutic relationships. The goal was to participate in their daily lives and build up the participant’s support network 
and recovery plan. Results indicated reduction in visits to the emergency department and psychiatric emergency department, 
improvement in treatment and medication adherence, improvement in social support networks and global functioning, and reduction 
in alcohol and illicit substance use (6). 
Day treatment centres and residential programmes
Day treatment centres and residential programmes prevent potentially contradictory treatment approaches provided by separate 
mental health and addiction programmes by ensuring that all services received are focused on dual diagnosis and located in one 
place. These programmes usually operated Monday through Friday during regular business hours, employing a team approach. They 
used a programme coordinator, certified clinical nurse, certified addictions nurse, licensed certified social worker, and mental 
health technician. A variety of approaches have been taken to address dual diagnosis, including motivational interviews to establish 
a therapeutic relationship, dual diagnosis wellness classes, assertive community outreach, family education, contingency plans, 
and supported employment (7, 18, 23). Those who attended these programmes regularly were less likely to experience a psychiatric 
hospitalisation and more likely to experience an increase in global functioning (7, 12). A review of 10 residential programmes by 
Brunette et al. (10) also found that these types of programmes are effective because they ensure that the integration of programmes 
addressing dual diagnosis is actually taking place in one location with a team of individuals aiming to address both substance use and 
mental health. However, residential programmes differ from day treatment centres in that they usually involve longer lengths of stay 
and are more restrictive on the participants’ ability to come and go from the programme. Mayes and Handley (2) and Mierlak et al. (3) 
also found an integrated dual diagnosis day programme to be effective for the adult homeless population, reducing hospitalisation 
rates and decreasing substance use.
Dialectical behaviour therapy
Dialectical behaviour therapy (DBT) is a multimodal intervention for those with dual diagnosis that focuses on individual therapy and 
skills training through therapist consultation and phone consultations. DBT results in individuals less frequently experiencing the 
emotions believed to trigger their substance use and also results in lower levels of psychological distress. Those who received DBT 
also report increased confidence in themselves and lower levels of depression. Regarding substance use, individuals receiving DBT 
experienced fewer urges to engage in substance use (8).
Integrated Dual Disorder Treatment
Integrated Dual Disorder Treatment (IDDT), as described in Blakely and Dziadosz (25), Chandler (15), and Chandler and Spicer (14), 
is an evidence-based practice addressing dual diagnosis that combines behavioural and medication therapy aimed at addressing 
both behavioural health and substance use problems by using an integrated team in one physical location and involving clients and 
their family members in care. Chandler and Spicer (14) found IDDT to be particularly effective for dually diagnosed ‘jail recidivists’ in 
reducing the likelihood of experiencing incarceration and the likelihood of experiencing an inpatient psychiatric hospitalisation. 
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Research question 1 What interventions improve treatment and personal functioning outcomes for people with dual 
diagnosis of addiction and mental health problems and in what circumstances do they work?
General integrated interventions
General integrated interventions in the outpatient or primary care setting are programmes that do not specify an evidence-based 
practice or promising practice, but rather create some type of unique programme specifically targeting dual diagnosis (16, 24). As 
pointed out by Carrà et al. (1), there tends to be two general models. One model is characterised by services being led by a mental 
health service where treatment for substance use is incorporated into psychological or psychiatric services. This approach has been 
used in Denmark, Hungary, Poland, Finland, and Norway. A second model is characterised by drug treatment systems being the main 
point of entry for dually diagnosed individuals, where care for mental health is referred out to other programmes. This approach has 
been used in the Czech Republic, Spain, France, Italy, the Netherlands, Ireland, Portugal, and the United Kingdom. An example of the 
first type of integration is the Washington State Mental Health Integration Program (13), where individuals in more than 130 community 
health clinics in Washington received dual diagnosis services that were led by outpatient behavioural health providers. The focus 
of these programmes was mainly to begin screening all individuals at these clinics for substance use problems in order to make the 
appropriate referrals or linkages to care when necessary, but no outcomes data were available at the time of their evaluation.
Mechanisms A deep dive into the mechanisms related to treatment and individual outcomes revealed findings that 
add texture to the 10 theories that emerged from interactions with the service users and providers. 
These mechanism findings provide a powerful underpinning for the other phases of this process. As 
implementation strategies are designed, care can be taken to include the evidence-based mechanisms 
that emerged from this process. A high-level summary of these mechanisms with examples can be found 
in Appendices 7, 8, and 9 with alignment for each of the research questions.
Because the ground-up coding of these mechanisms mapped so closely to the 10 theories, we will 
discuss them as related to some of those theories. Findings included cross-cutting mechanisms that will 
also be discussed.
Training
Training emerged as an important mechanism for integration. This included time set aside for staff training (11, 25, 120), training staff 
across disciplines (especially mental health and substance use) (11), training for primary care providers (13), developing mastery of 
cross-disciplinary skills, and organisational leadership to support a culture of learning. These findings provide part of the underpinning 
for the higher-level finding that supports a knowledgeable, integrated workforce that keeps the individual at the centre. Common 
language, dialogue, competence, and confidence among all the different provider types, consumers, and families are important.
Coordination of mental health, substance use, and primary care
Coordination of mental health, substance use, and primary care was an important theme in the literature and among service users 
and providers (6, 12, 13, 27). Concepts that surfaced in the literature included jointly developed programmes using CBT (4); integrated, 
multidisciplinary programmes; ICM by a multidisciplinary team (6); and access to a continuum of care. This, along with other themes, is 
overlapping and reinforcing of workforce development. Additionally, coordination of mental health, substance use, and primary care 
can create a holistic approach that puts the client at the centre of service design and delivery (2).
Care tailored to individual needs
There were multiple examples of research studies that resulted in programmes being modified to be more consumer-centric, flexible, 
and individualised (2, 3, 5, 6, 7, 22). The literature also pointed to flexible therapeutic communities that recognise the special needs of 
those who experience both mental illness and substance use disorders. The quote ‘don’t fix me – listen to me’ (11) is reflective of the 
concepts of inclusion of the client in design and decisions about treatment and patient-led, individualised treatment.
Client–provider relationship
The client–provider relationship surfaced as an important mechanism for recovery (10). Having staff that believe that recovery is 
possible and recognise the clients as individuals was repeatedly referenced in the literature. While loss of hope among providers 
deters recovery, a supportive approach is associated with longer engagement in treatment and better outcomes. Building a culture of 
hope among all service providers, families, and clients is an important and possibly overlooked mechanism (11, 12, 125, 130).
Holistic approach (housing and whole-person support)
A holistic approach to care for service users surfaced in the mechanism deep dive and in conversations with service users and 
providers (10, 19, 23, 28). The nuance of this holistic approach is one that supports the whole person and includes flexibility, wet 
housing, a broader array of stakeholders involved in prison diversion programmes, housing, and supportive employment. Resources to 
support these services at the individual level were also mentioned. This is probably best addressed at the policy level.
Peer support
Peer support is a mechanism that can support recovery in numerous ways. It can help decrease loneliness and isolation that 
can trigger substance use (9). In one case, DBT coaching resulted in decreases in intensity of emotion, decreases in urges to use 
substances, and increased confidence (8).
Cross-cutting mechanisms
In addition to the mechanisms that were mapped to the theory themes identified by service users and providers, there were cross-
cutting mechanisms across the articles.
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Research question 1 What interventions improve treatment and personal functioning outcomes for people with dual 
diagnosis of addiction and mental health problems and in what circumstances do they work?
Barriers to recovery
Understanding these often hidden, not frequently studied mechanisms is an important component to this realist analysis. Developing 
programmes that include attention to these barriers will support recovery. Barriers to recovery that surfaced in research question 1 
articles include stress and stressful life events, serious physical illness, unemployment, complex multiple drug use, and unescorted 
leave (25, 120, 121, 122).
Recovery enablers
The articles also revealed recovery enablers. These included comprehensive programmes with medication (123), retention in 
treatment programmes (9, 29), supportive care environment, and client motivation. Also, incentives such as parole requirements 
and pay for clean urine supported recovery. Because retention in treatment programmes was associated with better outcomes, 
mechanisms that promote consistent participation over time have high leverage for recovery.
Outcomes Of the reviewed articles addressing research question 1, 31 reported positive outcomes, 19 reported 
neutral outcomes, and 1 reported a negative outcome. Positive outcomes indicate that the intervention 
resulted in at least some of the desired recovery. Articles in which there was not a research component 
with outcomes were coded as neutral. This may mean that the article is descriptive or that the research 
has not yet taken place. Articles were also coded as a neutral outcome when no significant group 
differences were found in the study, or when no significant relationships were seen between the key 
variables of interest and the outcomes of the study. A negative outcome indicates that the expected 
outcomes were not achieved.
An important component of a realist approach is to identify patterns. Review of treatment and individual 
outcomes from research question 1 reveals several patterns. The mechanism of participation in treatment 
is important (95, 98). Across various treatment approaches, treatment engagement had a constant 
association with recovery. Across the studies, engagement in treatment was enhanced when family 
members were involved (93, 94, 97, 149). The importance of hope repeatedly surfaced both in various 
approaches from family members and with the use of peers (112). Peer support was also associated with 
recovery, empowerment, and self-efficacy (110, 111, 113).
A few other outcomes from the literature that may prove helpful in evidence-based programme 
development include the following:
 » Dual diagnosis programmes are associated with improved treatment engagement, mental health, and 
family cohesion, and reductions in mood disorders and craving alcohol and drugs (93, 123).
 » Brief interventions are associated with reductions in drinking (22).
 » Regular short outpatient group interventions can improve functioning (27).
 » A recovery model is associated with increased confidence (130).
 » Participation in a modified therapeutic recovery programme decreases hospitalisation and increases 
employment (3, 114).
Theories The 10 theories generated in partnership with the knowledge users were well supported in the synthesis 
of articles associated with research question 1. Perhaps most supported was the theory that integration 
into existing services, particularly community-based services, supports access to care and minimises 
barriers faced with creation of new service lines. Almost all of the interventions reviewed did not design 
completely new programmes to serve those living with a dual diagnosis. Rather, the focus was on adapting 
or expanding a programme already in place to uniquely meet the needs of the target population, which is 
closely related to theory 4, that services must be tailored to the local context and the individual’s needs 
and circumstances to be most effective. The key to producing effective outcomes, however, was to focus 
on addressing the most pressing behavioural health and substance use concerns facing the client.
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Appendix 11: Synthesis 
of research question 2 
findings
Research question 2 What aspects of integrative programmes for the treatment of co-occurring substance use and 
mental health problems trigger positive system outcomes and in what circumstances do these 
outcomes occur?
Overview This research question focuses on the characteristics of efforts to integrate mental health and substance 
use programmes or services that led to success across service systems. During meetings with knowledge 
users in Ireland, they described six dual diagnosis programmes in different communities (Waterford, 
Limerick, Cork, Clondalkin, Kilkenny, and Dublin) that engaged in locally driven integration efforts across 
the drug and alcohol task forces, mental health or psychiatric services, and/or a Recovery College. 
Description of these efforts informed the 10 theory statements. Knowledge users specifically identified 
local initiatives and professional risk-taking; training and cross-training; communication and record 
sharing; developing a shared language across providers; breaking down professional prejudices and 
institutional barriers; co-production of programmes and treatment plans with service users; and fully 
integrating peers. Some of the frustrations experienced included budget constraints, lack of recognition 
of locally successful efforts, bureaucratic delays, insufficient community-based resources, and challenges 
with general practitioners.
The literature addressed many of these examples and identified additional mechanisms relevant to 
systems change. Appendix 8 provides details about the contexts, mechanisms, outcomes, and theories 
aligned with research question 2. 
Context The studies spanned a range of environments, populations, and service settings. These include places 
with few resources for behavioural health and those implementing integration efforts on a large scale 
across multiple communities. Studies included 24 conducted in the USA, 8 in Ireland, 4 in Europe, and 3 
in other locations (Canada, Ethiopia, and Australia). Most were conducted in urban locations. Research 
settings spanned outpatient, inpatient, and Veterans Affairs services. Some studies focused on single 
programme locations, while a larger number involved multiple sites. While adults were the focus of most 
programmes’ studies, a small number of studies focused on older adults (3 studies), adolescents or young 
adults (5 studies), or homeless individuals (2 studies).
Interventions Integration at the treatment level in these articles primarily addressed the addition of one treatment 
to another treatment, incorporation of an approach into a new environment, or developing skills 
of a provider to identify and potentially address mental health and substance use treatment needs. 
Treatments included integrated CBT (33, 39), 12-step facilitation (33), acceptance and commitment 
therapy (134), computer-based alcohol brief interventions in emergency rooms (43), contingency 
management (45), mindfulness-oriented recovery enhancement (37), modified therapeutic community in 
prison (41), outpatient (54), Double Trouble in Recovery (47), inclusion of a drug liaison midwife in obstetric 
care (133), enhanced community-based psychiatric and substance use services (52), pharmacotherapy 
(132, 133, 135), and the Strengthening Families Programme prevention intervention, which was 
implemented by interagency collaboration in Ireland, showing effectiveness in reducing substance use 
(138).
Mechanisms Efforts to integrate traditionally and institutionally separated services, including physical health, mental 
health, substance use, and community support services, surface the organisational, educational, 
attitudinal, philosophical, and other factors that define each silo. The mechanisms that define these silos 
and those that facilitate the building of bridges between silos provide insight into the implementation 
factors relevant to successful and sustainable integration. Mechanisms associated with programme 
integration align with and build on the programme theory statements. These mechanisms are grouped as 
follows:
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Research Question 2 What aspects of integrative programmes for the treatment of co-occurring substance use and 
mental health problems trigger positive system outcomes and in what circumstances do these 
outcomes occur?
Integration characteristics
The benefits of integrated care were broadly described as improvement of the therapeutic environment capable of addressing 
multiple concerns and improving client service experience and outcomes (31) by employing multidimensional approaches 
(55). Integration can improve early identification of disorders and access to care through screening and brief intervention, and 
supplemental office-based specialty staff (34, 42). Staff training is considered essential for integrated care and treatment (30). Findings 
that integration may be more effective at the client level than the agency level (51), and that despite integration not enough emphasis 
may have been given to substance use issues, point to the complexity of organisational challenges. Integration alone may not be 
enough without corresponding attendance to the treatment needs.
Provider and staff training and motivation
Integration requires the efforts of a broad spectrum of providers and staff including mental health, substance use, primary care, and 
support staff (42). Successful integration of care and treatment requires knowledgeable providers and staff who receive training and 
cross-training to understand integration and each other’s skills and professional language, and to build relevant skills (30, 34, 55). 
Training builds staff confidence (39) and enhances engagement in integration activities (36). However, training and funding alone are 
insufficient to produce significant changes in programmes and service integration (38, 55). Training and technical assistance need to 
meet programmes where they are to promote encouragement and engagement (35).
Recovery self-management, empowerment, and motivation
Clients with both mental health and substance use disorders (SUDs) experience psychological or physical symptoms from each 
condition that may compromise recovery. Their level of experience with a mental health condition (47), and symptoms such as those 
of depression that impede social engagement, may impact participation in recovery fellowships (33). Other mental health concerns 
may persist despite improvement in treated symptoms (50). Clients need skills to manage emotions such as loneliness, anger, isolation, 
and depression, and drug-related slips, relapses, and symptoms (e.g. cravings), in order to manage their recovery (31, 33, 41, 47, 50). 
Clients need to be empowered and motivated to manage themselves (31), and motivation may affect treatment attendance (32). 
Relapse prevention includes development of skills such as coping and time management, and access to resources post treatment (131). 
Collaboration with and support for consumers as active decision-makers in all stages of their recovery encourages long-term active 
recovery management (106).
Programme and treatment characteristics
Mechanisms associated with treatments generally did not address integration conditions, focusing on treatment characteristics 
such as directing contingency management towards reducing drug use (45) or ACT’s focus on reducing experiential avoidance (134). 
Programme characteristics independent of client characteristics were found to be important in determining outcomes (51), including 
flexibility in programming (41), programme intensity (45), and harm reduction (40, 50). Client characteristics, such as cognitive effects 
of substance use, that benefit from psychological counselling (46) also needed to be considered. Attendance reinforcements, 
including behavioural contingencies (32, 52) and early engagement and commitment to a goal of non-problematic substance use (131), 
were identified as strategies for treatment engagement and adherence.
Care tailored to individual needs
The complexity of treating persons with dual diagnosis and the potential nonlinear relationship between multiple risk factors (136) 
seem to be integral to the need for individualised services. Challenges with achieving expected outcomes highlight how clients’ 
individual needs may be missed with a ‘one-size-fits-all’ approach. These challenges include ongoing distress from substance use 
symptoms that may have moderated psychiatric care outcomes (46), symptom severity (54), persistence of anxiety and depression 
(50), and untreated anxiety symptoms that were associated with relapse (136).
Client characteristics
The unique characteristics and needs of these clients are relevant to treatment integration efforts. How much clients think about 
action rather than moving into action due to depression, and worry about possible relapse (34), psychiatric and drug use history (49), 
ability to engage socially (33), and social exclusion conditions (138), may impact treatment outcomes.
Continuity of care and transition navigation
Continuity of care across the full continuum from early identification to long-term management of a chronic condition surfaces in 
the literature as a key to improving outcomes. Gaps across this continuum and vulnerable transition points between services and 
providers present risks for worsening symptoms and the potential for relapse. Warm hand-offs between providers (42), removal of 
payment barriers (42), availability of medical and psychiatric providers (59), use of aftercare services (136), acute use of detoxification, 
brief psychotherapy, and counselling services (136, 137) appear to be helpful in improving outcomes.
Local and cultural adaptation and implementation
Local conditions and existing local efforts should be considered when implementing programmes. In addition to experience with 
existing dual diagnosis programmes, collaboration for other purposes, such as in Cork for the Strengthening Families Programme 
(138), knowing what is locally practical (35), understanding local barriers to accessing physical and mental health services by persons 
with SUDs (59), and beginning with easier-to-implement services in environments not ready to take on more sophisticated efforts (55) 
provide examples of factors relevant to local adaptation. Local programmes effectively developed their own implementation plans 
with technical assistance supports (35).
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Research Question 2 What aspects of integrative programmes for the treatment of co-occurring substance use and 
mental health problems trigger positive system outcomes and in what circumstances do these 
outcomes occur?
Collaboration and coordination
Mechanisms related to the ability of organisations and individuals to collaborate include formality of partnerships; staff engagement in 
the process; open and respectful discussion of differences; a mutually empowering environment where all members have an impact 
on outcomes; understanding staff reluctance to change and addressing that; and concerns about the potentially damaging effects of 
new and unknown partner reputations and quality of care. Beneficial mechanisms included collective understanding of problems and 
situations that can be built on to enhance effectiveness, and strengthened relationships across statutory and community voluntary 
sectors to work together to improve outcomes (36, 48, 138).
Organisational and systems change
Mechanisms for organisational and systems change to integrate services generally align with recommendations from implementation 
science, including catalysts that provide pressure to change (e.g. pressure to enrol clients [36], professional regulation, and public 
funding [57]); motivation and readiness for change (57); leadership that promotes a climate of change, encourages staff, and advocates 
for resources (56); and competing responsibilities (55). Laws, regulations, administrative actions, or incentives impact on collaboration 
(36). Having and using data to improve care (e.g. process-based quality measures) was associated with decreased mortality of persons 
with co-occurring conditions (44).
Resources
Financial and other resources were frequently mentioned as mechanisms that impact service integration. Resource issues included 
prison budget constraints that did not allow for hiring staff to provide psychotherapy and limited the ability to implement discharge 
planning, which negatively impacted community re-entry for persons with dual diagnosis (60). Aligning funds or incentives with 
mandated use of resource-intensive implementation of evidence-based practices by states or payers was recommended (38). 
Differences in the resources of substance use and mental health treatment programmes, and payment and service regulations may 
impact their ability to implement co-occurring treatments (56). In one health system, differences in resources (regular community 
outpatient programmes that provide services for co-occurring disorders versus methadone programmes that have fewer services) 
reduced the ability for these programmes to coordinate with mental health providers (57). On the other hand, limited resources can 
also serve as a catalyst for programme coordination (36).
Holistic whole-person support
Addressing the needs of the whole person, including housing, employment, and food, stabilises lives and helps people return to 
productivity, regain their social worth (37, 47), and work on their recovery. Housing-first programmes can be incentives for treatment 
engagement (53), while drug trafficking in shelters and lack of trust in institutions can be a barrier for providing housing and other 
necessities to women who prefer to live on the street than be placed in dangerous conditions (60). Integrative inpatient treatment 
was one approach examined for stabilising post-treatment housing and subsistence (50). Other examples of addressing needs of the 
whole person included overcoming women’s exposure to violence (51) and helping to stabilise pregnant women with methadone by 
introducing a drug liaison midwife who could reduce stigma and improve engagement with care (137).
Peer support
The way peer support is implemented, whether initiated by services or by grassroots community efforts, may be related to consumer 
trust and engagement with services (109). Effects of peer support on self-stigma, self-esteem, self-efficacy, and other subjective 
factors of recovery may mediate other recovery outcomes (118).
Positive environment, orientation, and relationships as recovery facilitators
Engaging with clients in a positive, hopeful way was important for treatment engagement and retention. A positive environment 
includes the welcoming nature of the physical environment and staff, kindness and support (53), and a sense of hope (49). Mindful 
attention and appreciation of positive events and emotions were tested in one programme (37) showing positive outcomes. Respect 
for consumer choice supported engagement with services, while rules and restrictions that take away from choice could undermine 
cooperation (53).
Access to care
Delays in access were mentioned as contributors to increased symptom severity, greater use of pharmacotherapy, and barriers to 
services that promote relapse prevention (135, 137). Barriers to accessing mental health services included substance use, programme 
rigidity, and absence of available therapy (53). Challenges with accessing housing because of upfront requirements for commitment to 
recovery create challenges for agencies attempting to place clients in housing (60).
Co-production
Co-production or full participation of clients in the production, delivery, and consumption of services was identified as important, 
especially when service encounters are prolonged, complex, and require customer commitment of resources (e.g. time and effort), 
including beyond direct interaction with the service provider (101). Skill-building and empowerment for choice (151), and perceptions 
of the shared decision-making process by persons receiving mental health services (153), were identified as related to promoting 
client choice. Lived experience shared through stories positively affected understanding of and thinking about dual diagnosis among 
providers (99).
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Outcomes The articles reviewed for research question 2 included 18 that were coded with positive outcomes 
and 23 that were coded as having neutral outcomes, representing either mixed results or articles 
that were not reporting results of original research. Outcomes tested, reviewed, or identified across 
the literature generally did not have strong evidence; however, they provided insights into a range 
of relevant measures across multiple levels. Few studies reported on programme-level outputs or 
outcomes such as improved integration or communication and focused more on client- and treatment-
level factors. Outcomes were examined at the following levels: 1) client (substance use, mental health 
recovery, depression, self-efficacy, self-esteem, internalised stigma, social functioning, criminal justice 
involvement, post-traumatic stress, mortality, quality of life, readiness to change, stable living situation, 
employment, hospitalisation); 2) treatment (pharmacotherapy, client communication of recovery needs 
and challenges, client-perceived decision-making support, attendance, prior services use, continuing 
care, acute care for relapse, client engagement); 3) service provider (confidence, knowledge, attitudes, 
practices); 4) integrated service delivery (staff perspectives, extent of services provided, level of 
coordination between services, co-occurring disorder treatment organisational capability); and 5) 
system (admissions, inpatient bed occupancy, length of stay).
Outcomes of integrating programmes and services generally fall into the following categories:
 » Engagement with treatment improved and access-to-care barriers decreased, which can lead to 
better client outcomes.
 » Improvements in treatment outcomes occurred, but integration of services does not necessarily 
improve both mental health and substance use outcomes. Treatments may not have addressed all 
care needs of individuals as efforts were focused on integration.
 » Integration improves linkage between programmes and services and continuity of care, reduces 
treatment gaps, and promotes socioeconomic stability addressing housing, employment, and other 
community needs.
 » Greater valuing of integration by staff and comfort and skill with mental health and substance use 
needs can improve outcomes.
 » Organisational factors such as leadership, resources, climate, accreditation, and public funding 
improve the likelihood of coordination of services.
 » Policies, fiscal constraints, and treatment philosophies affect decisions regarding integration of 
services.
 » Monitoring and addressing quality can impact outcomes, including mortality.
 » Organisations can improve capability for integration with technical assistance and implementation 
support.
Theories These articles expanded on the theory statements with additional insight gained in areas of 
organisational and policy factors in integration, and the importance of attending to client-level needs 
and conditions. Almost all studies addressed integration into existing services (26 studies). In addition to 
individualising care, the need to develop change based on local contexts (17 studies) and local knowledge 
and experience (16 studies) and to allow that to guide development of integration came out. Training (13 
studies) was a significant factor for integration success, and coordination (14 studies) between agencies 
was expanded to include collaboration in the literature and the importance of service providers working 
together effectively. Mechanisms for addressing the theory related to resource and financing (11 studies) 
extended beyond budgets to payment and non-financial factors. Addressing the needs of the whole 
person with housing and other supports (8 studies) was prominent for improving outcomes. Although 
integration of treatments addressed the theory of holistic approaches to mental health, substance use, 
and primary care (8 studies), a comprehensive vision generally was not well represented in the studies. 
Peer support was aligned with conditions promoting trust and improved self-valuing and enhanced 
engagement with services (8 studies). Sharing of lived experience through stories affected perspectives 
of providers on dual diagnosis conditions.
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Appendix 12: Synthesis 
of research question 3 
findings
Research question 3 What existing models of care for adults with co-occurring substance use and mental health 
problems lead to positive treatment outcomes and successful service integration?
Overview There are several identified models of care for delivering more than one type of service, particularly 
for integration of mental health and primary care. Three broad treatment models are 1) parallel, where 
services are delivered simultaneously by different providers; 2) sequential, where one treatment follows 
the other; and 3) integrated, where treatments are delivered together by an integrated treatment team 
(70). In any of these models, implementation may differ with regard to staffing, shared client records, 
payment, collaborative activities, etc. Different types of issues and challenges arise with each, such as 
lack of coordination of treatment in parallel models; lack of treatment of one condition while the other is 
treated in sequential models; and challenges with payment in integrated models when infrastructure does 
not support billing needs. Other models of care that may intersect with these include referral; stepped 
care; early intervention; chronic disease models that have a continuum of care; and location-based 
models including residential, community care, office-based, or non-office-based.
The literature specific to models of care for treating co-occurring mental health concerns and substance 
misuse is sparse. An Australian evidence review, published in 2015 (NSW Ministry of Health, 2015), 
summarised the limited literature on models of care for dual diagnosis and made recommendations 
for implementation at the intake, treatment, workforce, discharge, and evaluation levels. The literature 
search for research question 3 took into consideration the sparse literature specifically addressing dual 
diagnosis models of care, and the knowledge that countries other than the USA are engaging in efforts to 
address the treatment needs of dual diagnosis clients. Appendix 9 provides details about the contexts, 
mechanisms, outcomes, and theories aligned with research question 3.
Context The broader literature search for research question 3 captured a more global international reach. Only 17 
articles came from the USA, while 25 came from other locations, including 8 from Ireland, 7 from Europe, 
and 10 from other locations, including primarily Australia, followed by Canada, Brazil, and India. Settings 
included outpatient, hospital or residential, Veterans Affairs services, and community. Adults were the 
focus of most studies, although youth and older adults were also represented. Two articles focused on 
mental health only and two focused on substance use only. Three examined multisite programmes.
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Interventions Torrens et al.’s review (70) of dual diagnosis models of care presents the above-mentioned models but 
reflects the ongoing uncertainty about the best treatment approaches and treatment locations, given 
limited knowledge about what works, for whom, under what conditions. Reviewed articles included 
primarily specific, locally implemented models – case studies of independently developed models of care 
and reviews of dual diagnosis treatment approaches. The interventions present a diverse list of treatment 
integration efforts focused on evidence-based treatment models, populations (homeless, youth, older 
adults), settings (inpatient, home-based, rural), integrations in differing combinations across the various 
service sectors, treatment needs (psychosis, alcohol, opioids, trauma), system-wide efforts (health 
homes, coordination with insurers), continuing care and chronic disease models, and recovery-oriented 
and harm reduction approaches. Two reviewed articles were included that addressed broadly recognised 
strategies for quality implementation of integrated care. These included the US Institute of Medicine’s 
Recommendations for implementing quality integrated care for individuals with co-occurring disorders 
(70) and the dissemination of evidence-based practice by the Substance Abuse and Mental Health 
Services Administration’s Addiction Technology Transfer Center Network (68).
The interventions included IDDT (63, 71), ACT (74), a framework for helping homeless individuals with 
co-occurring disorders (61), health and mental/behavioural health integration approaches (75, 76, 
77, 139), health homes for treating opioid use disorders that integrate medical and other behavioural 
healthcare (82), an integrated mental health services programme conducted in collaboration with insurers 
in Germany (86), long-term continuing care for alcohol use disorder (65), a chronic care model (69), 
opioid inpatient treatment with six months of aftercare (147), residential substance use treatment (81), 
residential integrated treatment for dual diagnosis (85), integration of peer support in a residential setting 
(87, 115), home-based counselling for alcohol problems by non-specialists as part of a collaborative 
care model (66), mental health crisis response home treatment (142), integrated treatment including 
trauma treatment (72, 73), patient-centred, recovery-oriented, and trauma-informed services within a 
biopsychosocial framework (88), technology-based treatment (79, 92, 141), integration of motivational 
interviewing and CBT for psychosis and substance misuse (80), integrated services primary and specialty 
service models in rural communities (84), integrated alcohol treatment strategies (89), harm reduction 
(90), Double Trouble in Recovery (91), methadone treatment models and settings (144, 146, 148), recovery 
models (143, 145), early detection of psychosis in primary care (140), an integrated model of care within 
local youth alcohol services to detect and manage co-occurring mental health issues (64), integrated, 
multidisciplinary systems of care to ensure adequate treatment and continuity of care for children, youth, 
and young adults (62), and expansion of individual provider treatment capabilities for mental health and 
substance use (83).
Mechanisms
Integration characteristics
Best practice integrated models of care described in this literature aligned policy and service specifications and payment structures; 
transcended administrative silos; supported, trained, and engaged staff; built positive interagency relationships; shared client 
information; used case management; and planned for treatment provided by a multidisciplinary team (67, 70, 89). Integrated 
services should be based on the service user’s needs, be non-judgmental, operate from a harm reduction framework, and address 
psychosocial needs in collaboration with community-based partners. At the treatment level, there was discussion of integrating 
evidence-based practices (61, 80) and aligning treatment intensity with level of need (139). Integration ideally addresses the 
challenges of sequential and parallel models, such as leaving a comorbid condition untreated, placing logistical burdens on clients, 
limiting communication between providers, and dealing with negative staff attitudes (70). The integration of staff across professions 
in new settings (e.g. integrating addiction specialists in mental health inpatient settings [88] and placing behavioural health providers 
with or near primary or other medical care for screening or urgent care triage [77]) brings challenges, but increases access to 
substance use treatment.
Provider and staff training and motivation
Common threads around training include the need for training across all levels of staff (63), skill and knowledge building for working 
in an integrated setting (67), cross-training on SUDs to address educational differences across disciplines (63, 67), the need for 
ongoing best practice training to maintain skills and address staff turnover (64, 88), and from the client perspective, assurance that 
providers know how to work in a recovery-oriented way (143).
Programme and treatment characteristics
Mechanisms related to treatment initiation and engagement, quality of treatment delivery, use of technology, and maintaining 
involvement in aftercare programmes spanned the treatment continuum. Clarifying the purpose of screening seemed to improve 
mental health referral (64). More structured protocols of integrated treatment and more careful training of clinicians are important 
(72). Greater anonymity through the use of computer-based treatment programmes may help clients overcome stigma concerns 
related to extensive treatment histories and relapses (78) and may complement work with a counsellor (92). Outreach techniques 
(61) and identifying incentives desirable to the client (65) can motivate engagement and continued treatment involvement. However, 
differential factors that encourage attendance for inpatient and aftercare programmes need to be better understood (147).
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Mechanisms
Local and cultural adaptation and implementation
Local contexts and culture include geography, characteristics of the locale, health provider availability, situation within the broader 
health system, the broader social structures of the locality, and power relations. These were some of the mechanisms identified in 
relation to services in rural settings (84). Culturally appropriate, community-level treatments and support for employment were seen 
as important factors to assist individuals receiving methadone maintenance therapy (148). These examples describe both factors 
affecting programmes within their local context and those of the individual in that context.
Collaboration and coordination
Systemic changes to promote collaborative care models were seen as essential for integration by allowing multisector stakeholders 
to work together synergistically (62, 66, 79). Appreciation of professional and theoretical diversity across staff from different sectors is 
important to collaboration (64).
Policy
Mechanisms such as the motivations and thinking behind a policy (82), or the absence or overreach of a policy, were identified as 
affecting care. Examples include drivers for developing opioid-focused health homes (82), potential for diagnostic criteria set in 
policy to limit access to co-occurring services (68), and de-emphasis on discharge planning without policy (61).
Resources
Resource factors associated with implementing integrated dual diagnosis models of care included staff time, resources for 
coordinating activities, need for physical space for care teams (77), the ability to bill for services (79), and alignment of workforce 
credentials and payer requirements (67). For young people, their own lack of resources may impact seeking treatment, in addition to 
barriers such as staff shortages, waiting lists, and stigma. These resource barriers identify additional resources needed to facilitate 
access to service.
Organisational and systems change
Integration involves recognising fundamental differences in service models (64). An integrated, multidisciplinary, and streamlined 
system of care enables seamless transitions between services regardless of the client’s age (62). Enabling mechanisms identified 
included system and local cooperation between clinicians, enhanced communication, shared clinical care, joint education, 
programmes, and system planning (62), as well as training and supports for staff (79). Leadership of senior staff can drive the agenda 
for change (67), capacity building, commitment, and overcoming organisational barriers (68). 
System integration often does not mean integration of practice and culture. Barriers keeping organisations from changing include 
attitudes, customs, practices, and fiscal policy (69). Changes in organisational culture were noted to support a recovery-oriented 
approach (143). Testing novel staffing models, such as integrating peer support and clinical staff as a unified team in a residential 
rehabilitation setting (87), could initiate change. Lack of prioritisation by management (74), lack of operational mechanisms and 
protocols for new services, and lack of interest and involvement (75) were identified as barriers to implementation.
Holistic whole-person support
Common themes of whole-person supports for recovery address changes in mindset to one that sees the individual’s needs from 
a broader, longer-term perspective of stabilisation and re-entry into society. Connection to community and support resources is 
essential to meet that goal (61, 73). Developing interpersonal, peer, family, service, and vocational training networks provides a safety 
net for community re-entry from prison or after detoxification (148). These include support for seeking and obtaining employment 
(61) and supported housing (71). Investment in improving the individual’s psychosocial situation can lead to improved substance use 
outcomes (74) and mental and physical health outcomes (76, 145).
Positive, hopeful culture and environment
Positive safe settings and relationships that promote hope and reduce fear are characteristics of providers and provider relationships 
that support recovery. Instilling hope and having hope about life were described as important to a recovery-oriented approach (71, 
143). This included the location of services, with the type of methadone treatment setting predicting future heroin use (144) and 
housing with active drug users affecting treatment and vocational outcomes (148). The seeming impenetrability of large non-local 
treatment centres (146) contrasted with environments where local trust relationships could be established (90, 146). Mechanisms 
included the attitudes and knowledge of providers and first responders, feeling valued and connected to staff and peers, a sense of 
mutual respect and partnership in therapy, and the respect by providers for the local environment to establish trusting relationships 
(145, 146).
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Mechanisms
Individualised treatment
The broad theme among mechanisms related to individualised treatment attends to the disconnect between the unique needs of 
individuals with both mental health and substance use treatment needs, and traditional discipline-specific or single broad-spectrum 
approaches. One article describes this as the suppression of positive outcomes with the heterogeneity of a one-size-fits-all 
treatment philosophy (86). Individualised approaches build on individual treatment needs and mental health and drug use histories in 
order to develop treatment goals around individual strengths and weaknesses (63, 76, 78).
Communication and information sharing and flow
Barriers to communication and the exchange of information most frequently noted included lack of shared treatment plans (70), 
lack of post-referral feedback from substance use treatment providers (77), lack of information exchange despite colocation of 
services (69), and institutional reluctance to share information (146). These barriers address systemic, organisational, and treatment 
levels. Sharing information was seen as promoting mutual involvement in care planning (69) and minimising philosophical differences 
between care providers (70). Implementing infrastructure across multiple levels to improve communication that included roles and 
structures around communication improved information sharing (142).
Harm reduction
The themes that emerge around harm reduction have to do with fundamental philosophical differences in understanding treatment 
and recovery as something that can happen at one time with a single treatment intervention versus along the continuum of care 
for a chronic condition. This is described in one article as shifting from a ‘cure’ mindset to a ‘care’ mindset and from detox to 
maintenance treatment (146). At the broader societal level, the concept of harm reduction, which involves reduced or managed use 
of drugs, sits within a context of drugs as illegal and therefore those who use them must stop (90). A condition of abstinence is not 
necessary for integrated care, as not everyone receiving care will achieve full abstinence along the same trajectory (73). Like with 
other chronic conditions, recovery from substance use is nonlinear; therefore, relapses occur. Barriers to other resources that can 
assist in stabilisation, such as housing, can impede recovery (63).
Adverse childhood experiences and trauma treatment
Childhood stressors affect development, and relationships with caregivers are critical factors in stress hormone regulation (62). 
Trauma histories are contributing factors to mental health conditions and substance misuse and may be a barrier to seeking 
treatment. Treating trauma may be a mechanism important to improving outcomes of integrated dual diagnosis services. Treating 
trauma as a co-occurring chronic condition may improve outcomes for integrated treatment (72, 73).
Continuity of care and transition navigation
Ongoing and repeatable services are a strong theme across this literature. Acknowledging that treatment is a long-term process is a 
component (61). Engagement in continuing care was the only significant predictor of abstinence for alcohol and drugs at follow-up, 
with longer engagement having greater effects (152). Transitions present situations when loss of continuity due to breaks in care can 
occur (65, 77). The effectiveness of continuing care is affected by longer duration in care (i.e. more than 12 months), active effort to 
retain clients in services through outreach efforts and involving significant others, and use of incentives (65). Barriers to continuing 
care include lack of emphasis on discharge planning that results in discontinuity of care (61) and lack of financing for continuing care 
services (68). Options proposed for continuing care include establishing separate recovery centres that provide a range of services 
or integrating these services into primary care clinics (65). Combining inpatient care with a crisis response home treatment team and 
acute day treatment was found to improve transitions to the community (142).
Access to care
Themes related to access included clear pathways to accessing care, approaches suited to life stages and situations (62), no-wrong-
door strategies, single points of access that improve safety and quality (142), and addressing provider shortages by building a non-
specialist workforce as a part of a continuum of care that can deliver home-based services (66).
Supportive provider relationships
Positive supportive providers are described as trusted and those who facilitate participation and engagement with the treatment 
process and motivate clients towards recovery goals (63, 148). One programme paired clients and home-visiting social workers who 
accompanied clients to appointments, facilitated relationships with new provider staff, and provided advice during crises (61).
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Mechanisms
Peer support
Establishing relationships with peer support is described by service users as an important factor for ensuring recovery (142). Peers 
accept and value the service user as a human being (91). Clients assigned a peer support worker post discharge from inpatient 
mental health services showed lower readmissions and increased hope (115). Challenges with peer worker assignment in one 
randomised study revealed conditions potentially relevant for planning peer integration, including management of discharge and 
peer assignment, client preferences for having a peer worker, and awareness of the complexity of client mental health backgrounds 
(115). A mechanism identified as potentially responsible for the success of peer support was its flexibility (116). Improving early 
engagement and motivation were other mechanisms identified (117). Peers have been integrated in service settings of non-senior 
staff to implement care plans (87).
Stigma and stigma reduction
Stigma affects both treatment-seeking and staff attitudes. Negative stereotypes of mental illness (140) and self-stigmatisation affect 
accessing treatment. Individuals may suffer in silence and not get help until their condition worsens and treatment needs become 
more complicated (145). Negative staff attitudes towards substance use and persons who misuse substances include presumptions of 
criminal behaviour (70). Despite implementing a harm reduction approach, stigma may cause a continued emphasis to be placed on 
stopping substance use by both staff and clients (90).
Co-production
Treating a client as an equal demonstrates respect and can promote recovery goals. Involvement in development of the care plan is 
described as essential (145). Challenges for providers were differences in their viewpoints about the client’s problems and the client’s 
choices, and not knowing how to bridge solutions to these differences (100). Consumers recognised in shared decision-making have 
a greater responsibility for their own recovery (150). Consumer choice included preference for continuity of clinician care, and for 
use of less stigmatised services, expressing that substance use was less stigmatising than mental health concerns (102).
Outcomes Almost all of the articles reviewed for research question 3 involved an integrated model of care that 
described various types of integration of mental health, substance use, primary care, trauma treatment, 
and community- and technology-based treatments, services, and supports. Fifteen articles were coded 
with positive outcomes and 27 with neutral outcomes, reflecting either mixed effects or articles that 
did not report original or completed research. Only one was coded as negative. One key theme that 
emerged was the comprehensive nature of whole-systems change to support integrated models of 
care across policy; systems infrastructure; organisational change; ongoing training and support for staff; 
coordination and collaboration among services and staff; mutual respect across services; leadership; 
communication and information-sharing structures; payment alignment; treatment integration; and 
support for a continuity of care to minimise breaks in treatment resulting from care transition failures.
Another key theme was related to philosophies of care and recovery, as they are affected by stigma, 
values, and attitudes. These were most relevant when shifting towards a recovery-oriented and harm 
reduction approach that required a shift in mindset from ‘cure’ to ‘care’ in the treatment model. 
Positive recognition of clients as partners in treatment also requires a shift from stigmatising beliefs, 
with improved results for positive environments, recognition of potentially harmful environments, 
positive interpersonal relationships, support for the whole person, and peer support that strengthens 
self-worth. Positive encounters furthered early and continued treatment engagement, an important 
predictor of positive long-term treatment outcomes. For individuals, treatment tailored to individual 
needs, strengths, and weaknesses; motivation; and recovery self-management were important 
mechanisms.
Theories Three theory statements predominated this literature on models of care. Most addressed were the 
characteristics of organisational and system change by tailoring services to local contexts and individual 
needs (29 studies), integrating into existing services (27 studies), and improving coordination (23 studies). 
The second two areas, training (20) and inclusion of service users and families in care decisions (19 
studies), share change at the personal and interpersonal levels. A holistic view of treatment (14 studies), 
knowledge of local efforts, recognition of service providers and individuals with lived experience as 
experts (12 studies), and the need for resources (11 studies) were all also frequently mentioned. Less 
often addressed were holistic models of mental health (8 studies) and peer support (7 studies). The 
literature adds to these theories by examining a broad range of integration efforts and describing the 
features of whole systems change to support integrated models of care. This literature adds to these 
theories by providing insight into the mindsets, philosophies, and contexts that serve as barriers to the 
implementation of effective, integrated models of care.
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Treatment approach Acronym (if applicable)
Acute day treatment ADT
Assertive community treatment ACT
Cognitive behavioural therapy CBT
Contingency management CM
Community reinforcement and family training CRAFT
Computer-based alcohol brief interventions
Crisis response home treatment CRHT
Day treatment centres and residential programmes
Dialectal behaviour therapy DBT
Double Trouble in Recovery DTR
Drug liaisons
Enhanced community-based psychiatric and substance use service
Home-based counselling
Treatment approach Acronym (if applicable)
Housing first programmes
Health Research Board HRB
Appendix 13: A sample of 
treatment approaches 
for integrating care for 
individuals with co-
occurring mental health 
and substance use 
disorders
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Intensive case management ICM
Integrated Dual Disorder Treatment IDDT
Mindfulness-oriented recovery enhancement
Motivational interviewing MI
Pharmacotherapy
Strengthening Families Programme
The Seven Challenges
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